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1908  Solomons,  Bethel  A.,  M.D.,  Univ.  Dub.,  Ex-Assis.  Master  Rotunda 
Hospital,   30   Lower  Baggot-street. 

1905  Stevenson,  Walter  C,  M.B.,  B.Ch.,  B.A.O.,  Assistant  Surgeon  Dr. 
Steevens'    Hospital,   60    Lower   Baggot-street. 

1908  Stokes,    Henry,    M.D.,    Univ.    Dub.,    F.R.C.S.I.,   Surgeon   Mcath 
Hospital,  32  Upper  Pembroke- street. 

i  1907  Stoney,  R.  Atkinson,  M.B.,  B.Ch.,  Dub.,  F.R.C.S.L,  Surgeon  i;(.ynl 
City  of  Dublin  Hospital,  56  Fitzwilliam-sguare.  N 
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t  Story,  John  Benjamin,  M.B.,  F.U.C.S.,  Surgeon  lloyal  Victoria  Eye 
and  Ear  Hospital,  Professor  of  Oplithaluiic  and  Aural  Surgery 
Ji.C.S.,   6  Merrion-square,  N.,  Uubliu. 

1893    Symington,   Johnson,    M.D.  Edin.,  Professor  of     Aoatomy    Queen's 
University,  Belfast. 


1895  Taylor,  Edward  Henry,  M.D.,  Dub.,  F.R.C.S.,  Professor  of  Surgery 
Dublin  University,  Surgeon  Sir  Patrick  Dun's  Hospital,  77 
Merrion-square,  Dublin. 

1893  Taylor,  William,  M.B.,  F.R.C.S.,  Surgeon  Meatli  HoMpital,  47  Fitz- 

william-.s(juare. 

1897  Thompson,  W.  H.,  M.D.,  F.R.C.S.  Eng.,  King's  Professor  of  Institutes 
of  Medicine,  Trinity  College,  Dublin. 

1894  Thompson,  Sib   W.  J.,    M.D.,    Univ.     Dub.,    F.R.C.P.I.,    Registrar- 

General  for  Ireland,  59  Fitzwilliain-square. 

1911  Tierney,  Gerald,  M.B.,  R.U.I.,  Assistant  Master  National  Maternity 
Hospital,  Dublin. 

t  ToBiN,  Richard  Francis,  F.R.C.S.,  Surgeon  St.  Vincent's  Hospital, 
60  St.  Stephen's-green,  Dublin. 

18!)3  Tweedy,  Ernest  Hastings,  F.R.C.P.,  Ex-Master  Rotunda  Lying-in 
Hospital,  Gynaecologist  Steeven's  Hospital,  6  Fitzwilliam-place, 
Dublin . 

1900  Tweedy,  Herbert,  L.R.C.P.  &  S.,  Colonial  Surgeon. 


1901  Watson,  Edward  J.,M.D.,  F.R.C.P.,  Ansesthetist  and  IMedical  Officer 
in  Charge  of  the  X-ray  Department  Sir  P.  Dun's  Hospital,  Demon- 
strator in   Anatomy  T.C.D.,   25  Fitzwilliam-place. 

1901  VVK.srROPP,  H.  G.,  L.R.C.P.  &  S.,  Visiting  Surgeon  Home  of  Rest, 
Merrion,  115  Strand-road   Sandy  mount. 

1910  Wheeler,  Robert  de  C,  M.B.Dub.,  2  Clifton-tcrrace,  Monkstown, 
Co.  Dublin. 

1904  Wheeler,  \V.  L  de  C,  M.D.,  B.Cb.,  B.A.O.  Dub.,  F.R.C.S.,  Surgeon 
Mercer's  Hospital,  59  Lower  Mount-street. 

1900  White,  Arthur  H.,  L.R.C.P.  &  S.I.,  Professor  of  Pathology  Roy:il 
College  of  Surgeons,  Pathologist  Meath  Hospital  and  Cork-street 
Hospital. 
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1903  WiGHAM,  Joseph  T.,  M.D.,  Assistant  to  Professor  of  Pathology  T.C.D., 
Albany  House,  Monkstown,  Co.  Dublin. 

1898  WiGODER,  SELiK,M.D.,Leipzig,  L.R.C.P.  &  S.  Edin.,  5  Harrington-stveet. 

1894  Wilson,  T.  Henry,  F.R.C.P.,  King's  Professor  of  ^Midwifery,  School 
of  Physic,  Trinity  College,  late  Assistant  Master  Rotunda  Lying- 
in  Hospital,  81  Merrion-square. 

1898  Winter,  W.  A.,  M.D.,  Uub.,  F.R.C.P.I.,  Physician  Steevens'  Hospital, 
17  Fitzwilliam-place. 

1893  Woods,  Sir  Robert  H.,  M.B.,  M.Ch.  Hon.  C'aiud,  Univ.  Dub.,  Ex- 

P.R.C.S.,    Throat  Surgeon  Sir  P.  Dun's  Hospital,  39  Merrion- 
square,  Dublin. 

1894  Wynne,  Albert  E.,  M.D.,  Univ.  Dub.,  L.K.C.P.  &  S.  Edin.,  F.ll.C.S., 

late  House  Surgeon  Mercer's  Hospital,  27   Westland-row,  Dublin. 


xxiv  List  of  Mentbers. 


MEMBERS 


1912  Allan,  R.  M.,  M.B.,  B.Ch.  Edin.,  Assistant  Master  Rotunda  Hospital, 
Dublin. 


f  BoYCE,  Jos.  W.,  M.B.,  Medical  Officer  Blackrock  Dispensary  District, 
St.  Kilda,  Blackrock,  Co.  Dublin. 

1911  Cahill,  Frank  Kennedy,  F.R.C.S.I.,  115  Stephen's  Green,  Dublin. 
1903  Charles,  Andrew,  F.R.C.S.I.,  64  Harcourt-street. 

1912  Conway,  T.  W.,  F.R.C.S.I.,  Assistant  Surgeon  Jer vis-street  Hospital, 

21  N.  Frederick- street. 

1887  Cope,  Geo.  Patrick,  L.R.C.P.,L.R.C.S.,  Medical  Officer  No.  3  Dispen- 
sary District,  South  Dublin  Union,  86  Harcourt-street. 

1912  Crawford,  H.  de  L.,  38  Lower  Baggot-street. 

1911  Crowe,  John  TABrTEAU,  L.S.A.,  Southfield,  loughloro',  Iticcltr- 
shire. 


1905  Davys,  J.  H.,  L.R.C.P.  &  S.I.,  Visiting  Physician  Children's  Hospital, 
Temple-street,  26  Westland-row. 

1892  Day,  J.  Marshall,  M.B.,  Univ.  Dublin,  Resident  Medical  Officer  Cork- 
street  Fever  Hospital,  Dublin. 

t  Delahoyde,    O'Connell  J.,   F.R.C.S.,  Medical  Officer  No.  2  District, 
North  Dublin  Union,  47  Rutland-square,  Dublin. 

1912  Ferrar,  B.  B.,  M.D.,  F.Z.S.  Superintendent  R03  al  Zoological  Society 
of  Ireland,  Phoenix  Park. 

1897  Flhury,  Eleonore  Lilian,  M.D.,  R.U.I.,  Richmond  District  Asylum, 
Dul.lin. 


1900  GoFF,  A.  S.,  L.R.C.P.  &  S.,  Lyuton,  Dundrum. 

1889  Goulding,  H.  Henson,  F.R.C.S.,  12  Rathmines-road. 
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1898  Hatch,  Richard,  L.R.C.P.  &  S.,  H6  Pembroke-road. 

1912  Hayden,  Patbick  Edward,  F.R.C.S.I.,  20  Harcourt-street. 
1897  HciQHEs,  Charles,  L.R.C.P.  &  S.,  16  Lower  Fitzwilliam-street. 

1903  Lynn,  Kathleen  F.,  M.B.,  B.Ch.,  B.A.O.,  9  Belgrave-road,  Rathmines. 

1913  Maxwell,  Euphan,  M.D.,  M.Ch,  T.C.D.,  19  Lower  Baggot- street. 

1912  Stokes,  Adrian,  M.D.  Univ.  Dub.,  F.R.C.S.L,  45  Raglaii-road. 

1912  Thomson,  T.  Mather,  L.R.C.P.  &  S.I.,  Assistant  Physician  Meath 
Hospital,  35  Harcourt-street. 


STUDENT  ASSOCIATES. 

Smith  Trevor  S.,  34  Upper  Fitzwilliam-street. 

Smyth,  G.  N.,  7  Dartmouth- square. 

WooLLCOMBE,  RoBERT  Lloyd,  LL.D.,  14  Waterloo-road,  Dublin. 


RULE  S. 


1.  The  name  shall  be,  "  Royal  Academy  of  Medicine  in  Ireland."  (1887.) 

Constitution. 

2.  The  Academy  shall  consist  of  Fellows,  Houorai-y  Fellows,  Members,  aud 
Student  Associates. 

Management. 

3.  The  affairs  shall  be  managed  by  a  Council,  consisting  of  the  President, 
Ex-Presidents  (1893),  Ex-General  Secretaries  (1905),  the  six  Presidents  of 
Sections,  the  General  Secretai-y  and  Treasurer,  the  Secretary  for  Foreign 
Correspondence,  six  Secretaries  of  Sections,  and  eight  Councillors,  being  two 
representatives  from  the  Medical,  Surgical,  Obstetrical,  and  Pathological 
Sectional  Councils  respectively. 

Mcetln[/s. 

4.  The  Meetings  shall  be  General  and  Ordinary. 

Piihlication  of  "  Transactions." 

5.  The  "Transactions"  shall  be  published  by  the  Council,  subject  to  the  pro- 
visions hereinafter  contained. 

Original  Fellows  and  Members. 

6.  All  the  Members  of  the  present  Societies  (Medical,  Surgical,  Obstetrical, 
and  Pathological)  shall  be  Original  Fellows  or  Members,  without  entrance  fee, 
on  payment  of  the  annual  subscription  on  or  before  31st  December,  1882." 

Felloxvs. 

7.  Fellows  of  the  Eoyal  College  of  Physicians  of  Ireland,  and  of  the 
Royal  College  of  Surgeons  in  Ireland,  shall  be  admitted,  without  ballot,  on 
payment  of  the  entrance  fee  and  the  Subscription  for  the  current  year.  All 
others,  being  Registered  Medical  Practitioners  not  dii-ectly  or  indirectly  engaged 
in  the  sale  of  drugs,  shall  be  proposed  by  two  Fellows,  and  elected  by  ballot  by 
the  Council. 

S.  Candidates  shall  be  proposed  at  one  Meeting  of  the  Council,  and  balloted 
for  at  the  next — one  black  bean  in  four  to  reject. 

8a.  That  all  Rules  referring  to  the  admission  of  Fellows,  Members,  and 
Student  Associates  shall  be  interpreted  as  referring  to  Ladies  as  well  as 
Gentlemen. 

Privileges  of  Felloics. 

9.  Fellows  only  shall  be  eligible  for  office  in  the  Academy.  They  shall  have 
the  privilege  of  attending  all  Meetings  of  the  Academy,  of  making  Communi- 
cations, and  of  voting  and  speaking  at  such  meetings.  They  shall  also  receive 
a  copy  of  the  "Transactions." 

10.  These  privileges  .shall  not  be  exercised  by  any  Fellow  in  arrear  with  his 
subscription. 

"  Those  who  have  psiid  a  Life  Subscriplion  to  any  of  the  above  Societies  will  be  admitted  to 
the  privilege  of  Fellows  on  payment  of  Member's  subscription. 
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Honorary  Fellows. 

11.  Honorary  Fellows,  limited  in  number  to  "25,  may  be  nominated  by  tlje 
Council,  and  elected,  on  motion  at  a  General  Meeting  of  the  Academy  by  a 
majority  of  at  least  two-thirds  of  those  present  and  voting. 

Members. 

12.  Any  Registered  Medical  Practitioner  may  be  elected  as  a  ^^ember,  the 
election  to  be  conducted  in  the  same  manner  as  that  of  Fellows. 

Privileges  of  Members. 

13.  Members  shall  have  the  privilege  of  attending  the  Ordinary  Meetings  of 
the  Academy,  of  making  Communications,  and  of  taking  part  in  debate.  They 
can  purchase  the  "  Transactions  "  at  cost  price. 

Associate.'^. 

14.  Any  Registered  Medical  Practitioner,  temporarily  resident  in  Dublin,]  | 
may  be  elected  an  Associate  for  the  period  of  one  Session.     The  subscription  |^, 
must  be  paid  before   election,   and   the   General  Council  may   elect    without* 
notice  of  motion.      Such   Associates  may  attend  and  speak   at  the  ordinary? 
meetings  of  the  Academy.  ' 

Student  Associates.  I 

15.  Registered  Medical  Students  may  be  elected  Student  Associates  for  the  V 
period  of  one  year.     The  Subscription  must  be  paid  before  election,  and  the 
Council  may  elect  without  notice  of  motion. 

Student  Associates  shall  have  the  privilege  of  attending  the  Ordinary 
Meetings  of  the  Academy. 

Annual  Subscription. 

16.  Fellows  shall  pay  £2  2s.,  and  Members  £1  Is.  Associates  and  Student 
Associates  shall  pay  5s.  The  Subscription  shall  become  due  on  the  1  st  of  October 
in  each  year,  and  if  the  Subscription  be  not  jjaid  on  or  before  the  first  Meeting  in 
February,  the  defaulter  shall  cease  to  belong  to  the  Academy,  unless  the  delay 
shall  be  accounted  for  to  the  satisfaction  of  the  Council.  No  Fellow  shall  vote 
at  the  Annual  General  Meeting  who  has  not  paid  his  subscription  for  the  year. 
Registered  Medical  Practitioners  not  residing  within  15  miles  of  Dublin  are 
eligible  as  Fellows  of  the  Academy  on  payment  of  the  entrance  fee,  and  an 
annual  Subscription  of  £1  Is.  Medical  Officers  on  the  active  list  of  the  Royal 
Navy  and  Army  are  eligible  for  election  as  "Temporary  Fellows  "  of  the 
Academy  on  payment  of  an  annual  Subscription  of  One  Guinea.  Such  Tem- 
porary Fellows  shall  enjoy  all  the  i^rivileges  of  Fellows,  except  that  of  voting 
at  General  Meetings.  No  Fellow  who  has  not  paid  his  Subscription  shall 
vote  for  any  Candidate  for  Office  at  the  Annual  General  Meeting,  nor  can  the 
name  of  any  Fellow  be  received  by  the  General  Secretary  for  insertion  on 
the  ballot  paper  as  a  Candidate  for  Office  unless  his  Subscription  shall  have 
been  paid  for  the  current  year. 

Entrance  Fee. 

17.  After  admission  of  Original  Fellows,  all  Fellows  shall  pay  an  entrance 
fee  of  £1  Is. 

Council. 

18.  The  Council  shall  meet  on  the  last  Friday  in  the  month  throughout  the 
Session,  or  oftener  should  they  see  occasion — five  to  form  a  quorum. 
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19.  Notice  of  all  Extraordinary  Meetings  shall  be  transmitted  by  the  Secre- 
tary to  every  Member  of  the  Council.  The  President  or  any  five  Members  of 
Council  may  call  an  Extraordinary  Meeting  of  the  Council.  The  Council  shall 
determine  questions  by  vote,  or  by  division  if  so  demanded,  the  President  having 
a  casting  vote  only.  Any  regulation  of  the  Council  shall  have  the  force  of  a  law, 
until  submitted  to  the  next  General  Meeting.  The  Council  shall  have  the 
power  of  filling  up  any  vacancies  which  may  occur  in  the  list  of  Officers  of  the 
Academy,  except  that  of  President,  before  the  Annual  General  Meeting.  If  a 
vacancy  in  the  office  of  President  should  occur,  the  General  Council  shall 
summon  a  Special  General  Meeting  of  the  Academy  to  fill  such  vacancy.    (1 888.) 

Sectional  Councils. 

20.  There  shall  be  six  Sectional  Councils  elected  by  the  Annual  General 
Meeting  in  October,  termed  respectively — the  Medical,  the  Surgical,  the  Obste- 
trical, the  Pathological,  the  State  Medicine,  and  the  Anatomical  and 
Physiological  Councils. 

21.  No  Fellow  shall  be  eligible  as  a  candidate  for  election  on  more  than 
two  Sectional  Councils,  but  no  Fellow  shall  be  eligible  as  a  candidate  for  elec- 
tion on  both  the  Medical  and  Surgical  Sectional  Councils.     (1888.) 

22.  Each  Sectional  Council  shall  consist  of  the  President  of  the  Section  and 
ten  Members,  one  of  whom  shall  act  as  Secretary  to  the  Section  ;  except  the 
State  Medicine  and  Anatomical  and  Physiological  Councils,  which  shall  ench 
consist  of  a  President  and  six  Members.     (1888.) 

Meetings  of  Sectional  Councils. 

23.  Each  Sectional  Council  shall  meet  on  a  fixed  day  at  least  one  week 
before  the  Ordinary  Meeting  of  their  Section,  three  to  form  a  quorum. 

Powers. 

24.  Each  Sectional  Council  shall  have  the  power  of  making  any  such  arrange- 
ments as  it  thinks  necessary  to  carry  on  the  work  of  the  Ordinary  Meetings 
which  are  under  its  charge,  provided  that  such  arrangements  do  not  interfere 
with  the  general  laws  of  the  Academy  ;  and  any  Rules  laid  down  by  such 
Council  shall  have  the  force  of  laws  at  the  Ordinary  Meetings  under  its  charge 
until  submitted  to  the  General  Council. 

25.  Each  Sectional  Council  shall  have  the  power  of  filling  up  any  vacancies 
that  may  occur  among  its  Members  until  the  Annual  General  Meeting. 

Committee  of  Reference. 

26.  The  Council  shall  appoint  a  Committee  of  Reference  to  report  upon 
morbid  growths  and  other  specimens  exhibited  before  the  Academy  ;  of  this 
Committee  the  Exhibitor  shall,  for  the  occasion,  be  a  Member. 

Officers. 

27.  A  President,  to  be  elected  by  the  Annual  General  Meeting  in  October, 
j   and  to  hold  office  for  three  years. 

28.  The  Presidents  of  all  Sections  shall  be  elected  by  the  Fellows  at  the 
Annual  General  Meeting,  and  shall  hold  office  for  two  years. 


29.  One  General  Secretary  and  Treasurer  to  be  elected  at  the  Annual 
General  Meeting. 

30.  It  is  expedient  that  a  fixed  salary  (uf  one  hundred  guineas)  shall  l.e 
paid  yearly  to  the  General  Secretary  in  consideration  of  tlie  fact  that  the 
editing  of  the  "  Transactions"  is  part  of  his  duties. 

31.  One  Honorary  Secretary  for  Foreign  Correspondence  to  be  elected  at  the 
Annual  Genei-al  Meeting.     (1888.) 

32.  The  Councillors  for  each  Section  to  be  elected  at  the  Annual  General 
Meeting.  Each  Sectional  Council  shall  elect  two  Members  to  act  on  the 
General  Council,  except  in  the  case  of  the  Sections  nf  State  Medicine  and 
Anatomy  and  Physiology.     (1888.) 

33.  Two  Members  in  each  Sectional  Council  shall  retire  annually,  and  be 
ineligible  for  re-election  for  one  year,  except  in  the  Council  of  the  Section 
of  State  Medicine,  and  in  the  Council  of  the  Section  of  Anatomy  and 
Physiology,  in  sach  of  which  only  one  shall  retire.       (1896  and  1912.) 

34.  Six  Secretaries,  one  for  each  Section,  to  he  appointed  by  the  Sectional 
Councils. 

35.  At  all  elections  after  the  year  1882,  any  Fellow  desirous  of  nominating 
a  candidate  for  election  shall,  at  least  ten  days  before  the  Annual  General 
Meeting,  forward  an  application  to  the  General  Secretary  to  enter  the  name 
of  such  Fellow  on  the  list  of  candidates  for  office,  provided  that  the  Fellow 
so  nominated  shall  have  consented  to  act,  and  shall  have  paid  his  subscription 
at  the  time  of  nomination.  Should  there  be  an  insufficiency  of  regularly 
nominated  candidates  the  vacancies  so  created  shall  be  filler i  up  by  the  Sectional 
Councils  at  their  first  meeting  after  election.     (1891  and  '904.) 

36.  That  all  elections  shall  be  by  ballot,  but  Fellows  residing  more  than 
15  miles  from  Dublin,  and  those  incapacitated  by  illness  (to  be  certified),  may 
record  their  votes  by  ballot  papers,  sent  to  the  presiding  officer  in  sealed 
envelopes  provided  for  that  purpose.  A  Fellow  cannot  avail  himself  <>f  this 
privilege  unless  his  subscription  for  the  current  session  has  been  paid.  (1896 
and  1904.) 

37.  That  ill  all  elections  to  the  Sectional  Councils  there  sh;ill  be  affixed  to 
the  name  of  each  candidate  the  number  of  meetings  that  he  has  attended  of 
that  particular  Section  of  the  Council  for  which  he  is  now  a  candidate.     (1898.) 

Duties  of  Officers. 

38.  The  President  shall  preside  at  the  Annual  and  Special  General  Meetings 
and  at  General  Council  Meetings.  In  the  absence  of  the  President,  the  Chair- 
man shall  be  appointed  by  the  meeting.     (1888.) 

39.  The  Presidents  of  Sections  shall  preside  at  the  Ordinary  Meetino-s  of  the 
Academy,  and  shall  also  preside  at  the  Sectional  Council  .Meetings.  In  the 
absence  of  the  President,  the  Chairman  sliall  be  appointed  by  the  meeting.   (1888.) 

40.  The  General  Secretari/  shall  attend  all  General  Meetings  of  the  Academy 
and  General  Council.  He  shall  take  minutes  of  such  meetings,  to  be  read  at 
the  following  meeting. 

41.  He  shall  receive  and  have  charge  of  all  papers  intended  for  publication 
in  the  "  Transactions  "  of  the  Academy,  after  they  have  been  handed  over  to 
him  by  the  Secretaries  of  the  several  Sections. 
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:      42.  He  shall,  on  receiving  notice  from  the  Secretary  of  a  Section,  send  out 
[  to  all  the  Members  notices  of  the  title  or  titles  of  the  paper  or  papers  for  the 
next  Ordinary  Meeting,  with  the  name  or  names  of  the  authors,  and,  so  far  as 
.  possible,  of  the  subjects  for  Exhibition,  with  the  names  of  the  Exhibitors. 

43.  He  shall  arrange  for  the  Exhibition  of  specimens  and  the  readino-  of 
papers,  which  are  to  be  forwarded  to  the  Academy  by  those  who  are  absent, 
or  are  not  members. 

ii.  The  General  Secretary  and  Treasurer  shall  receive  all  moneys,  and  lodo-e 
the  same  in  bank  to  the  account  of  the  Academy,  and  all  cheques  shall  be 
signed  by  the  Treasurer  and  one  other  Councillor. 

45.  The  Accounts  shall  be  audited  by  two  Fellows,  not  Members  of  Council,  to 
be  appointed  by  the  President  at  some  meeting  previous  to  the  Annual  Meeting. 

Duties  of  Secretaries  of  Sections. 

46.  To  attend  the  IMeetings  of  the  Council  of  the  Section  and  the  Ordinary 
Meetings  of  the  Academy,  under  the  management  of  said  Council,  and  to  take 
minutes  at  such  meetings,  to  be  read  at  the  next  following  meeting  of  that  Section. 

.  47.  To  keep  such  papers  as  the  Sectional  Councils  recommend  for  publi- 
cation, for  the  purpose  of  handing  them  over  to  the  General  Secretary. 

48.  To  inform  the  Secretary  of  the  Committee  of  Reference  of  any  specimens 
jreferred  to  that  Committee,  and  to  transfer  the  specimens  to  that  Secretary. 

I  49.  To  give  notice  to  the  General  Secretary,  one  week  previously  to  the  meet- 
ling,  of  the  titles  of  papers  for  the  evening,  the  names  of  the  authors,  and,  so  far 
xs  possible,  the  objects  for  Exhibition,  with  the  names  of  Exhibitors,  so  that 
the  General  Secretary  may  inform  the  ]\Iembers. 

Meetinffs. 

!  50.  The  Annual  General  Meeting  to  take  place  on  the  second  Friday  in 
i9ctober,  for  the  election  of  Officers  and  Members  nf  ('uunci],  and  for  the 
general  Ijusiness  of  the  Academy. 

51.  Due  notice  of  the  meeting  shall  be  given  by  the  Secretary  to  all  Members 
ijit  least  three  weeks  previously.     (1891.) 

[I  52.  No  motion  involving  a  change  of  these  Fades  shall  be  brought  before  this 
'bieeting  except  one  week's  notice  thereof  shall  have  been  given  by  the  Secretary 
;o  each  Member. 

I  53.  The  President  may— and  shall  forthwith,  on  receiving  a  requisition  signed 
iy  seven  Fellows,  at  any  time— on  giving  one  week's  notice,  summon  a  Special 
jj-eneral  Meeting,  for  the  consideration  of  particular  business,  the  nature  of 
vhich  nuist  be  specified  in  the  letter  of  summons  convening  the  meeting,  and 
it  such  meeting  no  other  business  can  be  transacted.  In  the  event  of  the 
|?resident  being  unable,  from  any  cause,  or  declining,  to  summon  a  Special 
[general  Meeting  of  the  Academy,  it  shall  be  in  the  power  of  the  General 
pouncil  to  summon  such  meeting.     (1888.) 
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Ordinary  Meetinr/s. 

54.  The  communications  to  be  submitted  to  the  Ordinary  Meetings  shall  be 
oTouped  uuder  the  following  heads  : — Medicine,  Surgery,  Pathology,  Obstetrics- 
State  Medicine,  and  Anatomy  and  Physiology  ;  and  the  rouduct  of  such  meet- 
ings shall  be  in  the  hands  of  the  several  Sectional  Councils,  each  Sectional- 
Council  to  have  the  management  of  the  Ordinary  Meeting  in  rotation,  aH 
arranged  by  the  General  Council.     (1888.) 

55.  Tlie  Ordinary  Meetings  shall  be  held  on  every  Friday  evening,  from  the 
last  Friday  in  October  until  the  last  Friday  in  May,  inclusive,  at  eight 
o'clock,  except  during  the  Christmas  and  Easter  recesses. 

56.  All  Fellows,  Members,  and  Student  Associates  attending  the  meetings 
shall  write  their  names  in  the  attendance  book. 

57.  Any  Fellow  or  Member  may  introduce  two  Visitors  by  cards  obtained 
from  the  Sectional  Secretaries. 

58.  Officers  of  the  Army  or  Navy  ^Medical  Departments  shall,  on  presenting 
their  cards,  be  admitted  to  the  Ordinary  Meetings  of  the  Academy. 

59.  No  communication  shall  exceed  twenty  minutes  in  its  delivery,  nor  any 
speech  thereon  ten  minutes,  except  by  permission  of  the  Chairman.  No  one 
shall  speak  twice  upon  the  same  communication,  except  the  author,  who  has 
the  right  of  reply. 

60.  A  paper  by  any  otiier  than  a  Fellow  or  Member  of  the  Academy 
shall  not  be  read  before  the  Academy  unless  the  author  of  such  a  corcniuiiica- 
tion  shall  have  obtained  permission  to  do  so  from  the  Council  of  the  Section 
before  which  the  communication  is  proposed  to  be  read.     (1892.) 

Ordinary  Meetings. — Order  of  Busines.'^. 

61.  (1.)  Chair  to  be  taken  at  S  30  p.m. 

(2.)  Chairman  to  read  list  of  specimens,  &c.,  exhibited  by  card,  together 
with  the  names  of  the  Exhibitors. 

(3.)  No  Pathological  Specimen  shall  be  exhibited  at  any  Section  other 
than  the  Pathological  and  Obstetrical,  except  by  card.  This 
Exhibition  shall  not  exclude  any  subsequent  communication 
regarding  it  at  the  Pathological  Section. 

(4.)  There  shall  be  no  Exhibition  of  Specimens  by  card  in  the  Patholo- 
gical Section. 

(5.)  Any  member  shall  have  liberty  to  exhibit  any  recent  specimen  at 
any  of  the  meetings  of  the  Obstetrical  Section,  provided  it 
illustrates  any  question  in  gynecology. 

(6.)  At  the  meetings  of  the  Obstetrical  Section  recent  specimens  may  be 
exhibited,  and  the  President  may  invite  discussion  thereon,  pro- 
vided that  such  exhibition  of  specimens  or  discussion,  if  any, 
thereon,  must  terminate  at  9  o'clock,  p.m.,  but  that,  if  necessary, 
they  may  be  resumed  after  the  papers  for  the  evening  have  been 
read  and  discussed. 

(7.)  Chairman  to  ask  if  any  member  has  any  observations  to  make  or 
motion  to  propose  relative  to  any  living  specimen  on  the  List  of 
Exhibition. 
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(8.)  Chainiian  to  call  upuu  the  author  of  the  first  paper  i>u  the  list  to 
read  his  paper. 

(9.)  Chairman  to  call  upou  members  to  discuss  the  paper,  or,  at  his  dis- 
cretion, to  take  any  other  paper  or  papers  on  the  list  relating  to 
the  subject,  and  have  the  discussion  subsequently  on  all  such 
papers  collectively. 

(lU.)  When  the  last  paper  has  been  discussed,  the  Chairman  to  ask  if 
any  member  desires  to  speak  upon  any  of  the  specimens  exhibited 
by  card. 

(11.)  After  the  discussion  upon  any  specimen,  the  Exhibitor  has  the  right 
of  reply. 

Regulations  regardiny  the  Exhibition  of  Specimens  by  Card. 

62.  (1.)  Any  member  may  exhibit  by  card  at  any  Ordinary  Meeting,  except 

at  the  meeting  of  the  Pathological  Section.     At  the  meetings  of 

the  Pathological  Section  all  specimens  must  be   presented  and 

described  viv(i  voce,  and  debate  may  be  invited  thereon. 
(•2.)  Notice  shall,  if  possible,  be  given  to  the  General  Secretary,  or  the 

Secretary  of  the  Section,   on   or  before  the   previous   Ordinary 

Meeting. 
(3.)  Specimens  must  be  in  the  room  at  7  45  on  the  night  of  Exhibition. 
(4.")  Specimens  for  Exhibition  by  card  shall  be  open  for  inspection  at 

8  p.m. 
(5.)  A  card,  containing  all  particulars  for  publication,  shall  be  placed 

with  the  Specimen.     Cards  for  this  purpose  are  to  be  obtained 

from  the  Secretary. 
(6.)  The  Exhibitor  should   be   present,    and   he    shall   furnish    further 

details  if  asked  for. 
(7.)  Every  Exhibitor  shall  submit  the  Specimen  or  Specimens  on  view  to 

the  Committee  of  Keference,  if  the  meeting  so  decide. 

Exhibition  of  Pathological  Specimens. 

63.  No  lengthened  reference  to  treatment  shall  be  allowed  upon  any  Speci- 
men, except  by  the  express  permission  of  the  Chairman.  Whenever  it  has  been 
agreed  that  a  Specimen  exhibited  at  a  Sectional  Meeting  of  the  Royal  Academy 
of  Medicine  in  Ireland  shall  be  sent  to  the  Reference  Committee  to  report 
thereon  as  to  its  nature,  the  Exhibitor  is  to  retain  the  custody  of  the  specimen 
until  he  shall  be  summoned  to  a  meeting  of  said  Committee  to  be  convened  by 
its  Secretary,  on  an  early  day,  when  he  will  attend  and  submit  it  for  exami- 
nation.    (1889.) 

By-laws  concerning  "  Transactions." 

64.  The  "  Transactions  "  shall  consist  of  such  Communications  made  to  the 
Academy  by  or  through  Fellows  or  Members  as  may  be  deemed  by  the  General 

.  Council  suitable  for  publication  ;  also,  of  discussions  of  importance  or  interest 
arising  out  of  such  Communieations. 

T.  C 
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65.  All  Communications  accepted  by  the  Academy  become  the  property  of 
the  Academy,  but  authors  may  also  print  their  Communications,  subsequent 
to  the  reading  of  the  same  before  the  Academy,  in  any  publication  in  additi'iii 
to  the  "Transactions."  Papers  shall  be  handed  to  the  Suci-etary  of  the  Sccti  ■!. 
immediately  after  they  have  been  read.     (1891.) 

66.  The  "Transactions"  for  the  year  shall  be  presented  to  all  Fellows  of  ■ 
Academy  who  have  paid  their  Annual  Subscriptions. 

67.  The  "  Transactions  "  may  be  purchased  by  Members  at  cost  price. 

68.  The  Publication  Committee  of  each  Section  shall  meet  not  later  than 
the  Tuesday  after  each  meeting  of  the  Section,  for  the  purpose  of  abstracting 
the  proceedings — the  abstract  to  be  placed  in  the  printer's  hands  on  same 
evening,  and  forwarded  to  the  editors  of  medical  journals  with  the  least 
possible  delay.     (1888.) 

69.  Contributors  of  papers  may  send  their  papers  to  the  Academy  printer 
early  enough  to  allow  of  their  being  put  in  type  before  the  meeting,  provided 
the  author  be  responsible  for  the  cost  of  same  should  the  General  Council  deem 
the  communication  not  suitable  for  publication  in  the  "  Transactions." 

70.  That  on  tlie  evening  of  the  day  of  meeting  of  the  Sectional  Council 
when  the  papers  for  the  next  meeting  have  been  decided  upon,  a  circular  be 
sent  to  each  contributor  by  the  Secretary  of  the  Section  informing  him  : — 

(1.)  That  he  is  expected  to  be  ready  or  else  take  his  place  at  the  bottom 

of  the  list. 
(2.)  That  he  must  have  an  abstract  ready  with  his  paper,  otherwise  he 

will  be  noted  in  the  published  proceedings  in  such  form  as  the 

Publication  Committee  think  fit. 

71.  The  General  Council  is  empowered  to  defray  the  exjjenses  in  whole  or 
in  part  of  any  illustrations  which  it  may  consider  advantageous  to  the  ehici- 
dation  of  the  papers  published  by  the  Academy. 

72.  An  abstract  (prepared  by  the  author)  of  each  communication  made 
at  the  Academy,  along  with  a  report  of  the  discussions  thereon,  shall  be  fur- 
nished to  the  editors  of  such  medical  journals  as  may  desire  to  publish  them, 
and  the  authors  of  such  communications  shall  be  empowered  to  publish  their 
papers  in  extenso  in  any  periodical  or  periodicals  they  may  think  fit,  such 
communications  also  to  appear  in  the  "Transactions,"  provided  the  Council 
considers  them  worthy  of  insertion. 

Expulsion  of  Fellow  or  Memher. 

73.  Expulsion  of  a  Fellow  or  jNIember  can  take  place  only  at  a  General 
Meeting  of  the  Academy,  on  the  motion  of  the  Council,  if  two-thirds  of  the 
Members  present  shall  vote  for  the  same  by  ballot.  Of  such  ballot  the  Council 
must  give  at  least  fourteen  days'  notice  in  writing  to  every  Fellow  of  the 
Academy. 

Xeiv  Laws. 

7+.  New  Laws,  or  alterations  in  existing  Laws,  can  be  proposed  only  at  the 
Annual  General  Meeting.  Any  Fellow  proposing  such  alteration  shall  give 
notice  to  the  General  Secretary  at  least  ten  days  before  the  General  Meeting 
in  October. 
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The  General  Council  reports  that  during  the  past  year 
the  number  of  Fellows  was  169,  Members  27,  and  Associ- 
ates 3.  Last  year  there  were— Fellows  181,  Members  20, 
and  Associates  10,  showmg  a  reduction  of  12  Fellows  and 
'■  7  Associates,  and  an  mcrease  of  7  Members. 

The  total  attendances  at  the  meetings  were  656,  which 
is  considerably  less  than  the  number  (817)  reported  last 

,  year. 

The  accounts  have  been  audited,  and  show  a  balance 
to    credit    of    the    Academy    m    the    National    Bank    of 
\  £261  2s.  8d.      Last  year  the  credit  balance  was  £262  6s.  5d. 
!      The  subject  of  the  National  Insurance  Act,  which  was 
,  mentioned  in  the  Report  of  last  year,  was  again  con- 
\  sidered  by  your  Council  on  a  request  from  the  Insurance 
j  Commissioners  to  nominate  some  medical  men  from  whom 
]  the  Advisory  Committee  might  be  selected  by  the  Com- 
missioners.    As  this  Academy  is  a  scientific  body,  your 
Council  decided  to  act  with  the  Conjoint  Committee  of 
the  British  and  Irish  Medical  Associations,  and  accepted 
the  names  selected  by  them, 'and  mformed  the  Commis- 
sioners of  their  decision. 

At  the  request  of  the  University  of  Dublin  the  Academy 
was  represented  at  the  Bi-centenary  Celebration  of  the 
School  of  Physic,  and  an  address  of  congratulation  was 
presented  on\our  behalf;  and  in  connection  with  this 
occasion  a  number  of  Honorary  Fellows  were  elected 
by  a  special  meeting  of  the  Academy,  and  the  Fellow- 
ships were  conferred  by  your  President  in  this  Hall  by 
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special  permission  of  the  President  and  Fellows  of  tl 
Royal  College  of  Physicians. 

It  is  with  great  regret  that  the  Council  has  to  report  tl 
loss  to  the  Academy  through  death  of  the  Rt.  Hon.  Loi 
Lister,  F.R.S.  ;  Sir  Thornley  Stoker,  Bt.,  M.D.,  F.R.C.S.  ; 
David  Baldwin  Jacob,  M.D.,  F.R.C.S.  ;  Robert  John 
Montgomery,  M.A.,  M.B.,  F.R.C.S. 

The  name  of  Lord  Lister  has  honoured  our  roll  since 
1885.  In  common  with  the  rest  of  the  world  the  Fellows 
of  the  Academy  mourn  for  his  loss,  as  so  many  of 
the  advances  in  medical  and  surgical  procedure,  which 
form  an  intimate  part  of  the  daily  duties  of  all  concerned 
in  the  practice  of  medicine  and  the  allied  sciences,  were 
due  to  his  genius. 

Sir  Thornley  Stoker  was  an  original  Fellow  of  the 
x\cademy,  and  filled  the  position  of  Secretary  of  the  Sur- 
gical Section  in  1886-87.  Subsequently,  in  1894-96, 
he  presided  over  that  section,  to  which  he  made 
frequent  communications  on  surgical  subjects.  During 
the  years  1903  to  1906  he  filled  the  office  of  President  of 
the  Academy. 

21  th  September,  J912. 
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Volume  XXX.  of  the  ''  Transacliojiti"  has  been  forivarded 

to  the  following  : — 
IRELAND :- 

Queen's  University         -             .             .             .  Belfast. 

University  College          ....  Cork. 

Do.                        ....  Galway. 

Medical  Press     ....             -  Dublin. 

National  Library            ....  Do. 

Royal  College  of  Physicians        -              -              -  Do. 

Royal  College  of  Surgeons          -             -             -  Do. 

Royal  Irish  Academy    -              -              .             -  Do. 

Royal  Dublin  Society     ....  Do. 

Royal  Veterinary  College  of  Ireland               -  Do. 

National  University       ....  Do. 

Trinity  College                ....  Do. 

ENGLAND :— 

Birmingham  Medical  Review     - 

Medical  Institute  .  .  .  - 

Bristol    Medico-Chii'urgical  Journal,  Medical 

Library  ..... 

The  University  Library 
University  of  Diu-ham  College  of  Medicine 
Liveipool  Medico-Chirurgical  Journal  - 
Journal    of    Obstetrics    and    Gynaecology,    60 

Chandos-street,  W.C. 
King's  College   ..... 
Lancet   .----- 
Library,  British  Medical  Journal,  429  Strand  - 
Lister     Institute     of     Preventive     Medicine, 

Chelsea  Gardens         .... 
Medical  Magazine,  44  Bedford-row,  W.C. 
Medical  Review,  70  Finsbury  Pavement,  E.C. 
Official    Year  Book  of    Scientific  and    Learned 

Societies,   E.xeter-street,  Strand 
Public     Health,     1     Upper    Montague-street, 

Russell-sq.,  W.C. 
Royal  College  of  Physicians 
Royal  College  of  Surgeons 

Royal  Society  of  Medicine,  1  Wimpole-street,  W, 
University  of  London,  South  Kensington 
University  College,  Gower-street,  W.C. 
The  Manchester  Medical  Society,  The  Owen's 

College  ..... 

Victoria  University        .... 
The  Bodleian  Library 


Biriningliam. 
Do. 

Bristol. 
Cambridge 
Newcastle-on-Tyne. 
Liveriiool. 


Londnn 
Do 
Do. 
Do. 

Do. 

Do. 
Do. 

Do. 

Do. 
Do. 
Do. 
Do. 
Do. 
Do. 

Manchester 

Do. 
Oxford 
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SCOTLAND  :— 

University  .  .  . 

University  College 
Koyal  College  of  Physicians 
Royal  College  of  Surgeons 
The  Advocates'  Library 
University  .  .  . 

Faculty  of  Physicians  and  Surgeons 
University 

Do.  .  .  . 


Aberdeen. 

Dundee. 

Edinburgh 

Do. 

Do. 

Do. 
Glasgow. 

Do. 
St.  Andrews. 


EUROPE  :— 

University  .....  Amsterdam. 

Naturforschende  Gesellschaft  -  -  -  Basel. 

Kgl.  University  Library,  Dorotheen  Strasse  -  Berlin. 

University  College  ....  -  Bologna. 

Academic  Royale  de  Medecine  de  Belgique  -  Brussels. 

Societe  Beige  de  Chirurgie  -  -  -         Do. 

Universite  Libre     -  .  -  -  .         Do. 

Rivista  Italiana  di  Neuropatologia,  &c.     .  -  Catania 

University  College  .....  Christiania 

Academic  de  Medecine        ...  -  Copenhagen. 

La  Grece  Medicale,  Syra     -  -  .  -  Athens,  Greece. 

Listitute  Bacteriologico  Camera  Pestana  -  Lisbon. 

University  College  -----  Madrid. 

Archivio  di  Ortopedia         -  -  -  -  Milan. 

Academic  de  Medecine,  Rue  Bonaparte,  IG  -  Paris. 

Revue  de  Chirurgie  .  -  .  .         Do. 

University  of  Paris  -  -  .  -  -         Do. 

Imperial  University  -  -  -  -St.  Petersburg. 

Karolinska  Med.  Khir.  Institutet  -  -  Stockholm. 

University  Library  -  -  -  .  Strasburg. 

Archivio  Itahano  di  Otologia  ...  Turin, 

Medical  Society,  Royal  University  -  -  Upsala. 

University  ------  Vienna. 

Naturforschende  CTesellsfhaft  .  -  -  Zurich. 


AMERICA  :— 

Johns  Hopkins  Hospital,  North  Broadway  -  Baltimore,  Md. 

Journal  of  Medical  Re&earch  -  -  -  Boston,  Mass. 

McGill  University  ...  -  -  Montreal. 

Academy  of  Medicine,  17  West  43rd  Street  -  New  York. 

University  --.---         Do. 
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AMERICA— co«. 

American  Medical  Association 
College  of  Physicians 
University  of  Pennsylvania 
University  Laval     - 
University  of  Toronto 
Library,  Surg.-General's  Office 


Chicago. 
Philadelphia. 

Do. 
Quebec. 
Toronto. 
AVashington. 


AUSTRALASIA:  — 

University  -  .  .  . 

University 

University  -  -  -  . 

Inter-Colonial  Medical  Journal 
University  of  Otago 
The  Australasian  Medical  Gazette 
32-34  Elizabeth  Street,  Sydney. 
University  of  Sydney 

ASIA  :— 

Bombay  University 
University  .  -  .  - 

Imperial  University  Library 
Library,  Bureau  of  Science 


Adelaide. 

Auckland. 

Melbourne. 

Do. 
New  Zealand. 
Sydney,  N.S.W. 

Do. 


Bombay. 
Calcutta. 
Tokio,  Japan. 
Manilla,  P.I. 


TRANSACTIONS 


ROYAL  ACADEMY   OF  MEDICINE   IN  IRELAND. 


SECTION    OF    MEDICINE. 


"  VITALISM  "  IN  THE  PKACTICE  OF  MEDICINE. 
By  JOSEPH  O'CAEEOLL,  M.D.,  F.E.C.P.I.; 

Physician  to  the  House  of  Industry  Hospitals,  Dublin  ; 
President  of  the  Section  of  Medicine  in  the  Royal  Academy  of  Medicine 

in  Ireland. 

[Presidential  Address  delivered  to  the  Section  of  Medicine,  November  1, 

1912.] 

The  Academy  of  Medicine  has  now  completed  its 
thirtieth  year  of  existence,  and  as'  that  period  ahnost 
exactly  corresponds  to  my  own  professional  life,  it  has 
occurred  to  me  that  a  very  brief  review  of  its  work,  of 
which  jKirs  minima  fui  would  hot  be  out  of  place. 

I  shall  give  my  own  general  impression  of  our  career — 
mentioning  no  names  of  individuals.  To  do  so  would  be 
distasteful  to  the  living,  and  would  recall  memories  of 
those  gone  before  us  which  would  cast  a  gloom  over  our 
opening  meeting,  where  hope  should  predominate. 

For  the  first  ten  years  or  so  of  our  life  this  Section  of 
Internal  Medicine  and  its  closely  allied  Section  of 
Pathology  (for  it  is  impossible  to  separate  us)  were  mainly 

T.  A 
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interested  in  the  clinical  characters  and  the  coarse  and 
microscopic  anatomy  of  what  I  may  call  the  common 
diseases.  Towards  the  end  of  that  period  myxoedema 
came  into  prominence,  and  within  a  few  years,  as  a  result 
mainly  of  experiments  on  the  lower  animals,  we  were 
put  in  possession  of  the  fact  that  the  disease  is  due  to 
defect  of  the  thyroid  gland,  and  can  be  relieved,  if  not 
exactly  cured,  by  the  periodic  administration  of  the  gland 
or  an  extract  of  the  gland  taken  from  other  species  than 
our  own.  Acromegaly  also  was  described,  and  the  recog- 
nition of  its  relation  to  disease  of  the  pituitary  body  soon 
followed. 

About  1890  began  with  us  the  era  of  bacteria.  The 
bacillus  of  tuberculosis  had  been  demonstrated  by  Koch, 
in  1882,  the  year  of  our  foundation,  but  it  was  not  until 
some  nine  or  ten  years  later  that  bacterial  infection  of  the 
Academy  occurred.  Since  then  we  have  gone  through 
each  stage  of  the  movement,  from  the  simple  recognition 
and  culture  of  specific  organisms  to,  the  extraordinary  de- 
velopments which  have  given  us  Widal's  reaction,  the 
opsonic  index,  Wassermann's  reaction,  and  the  multi- 
tudinous observations  upon  which  have  been,  and  are 
being  built  up  theories  of  resistance  and  immunity  which 
have  resulted  in  many  practical  advances  in  the  combat 
with  infective  disease.  Of  these  the  diphtheria  anti-toxin, 
which  dates  from  the  work  of  Behring  and  Ivitasato  in 
1893,  has  had  the  most  undisputed  success. 

The  ' '  Transactions  ' '  of  the  Academy  bear  witness  to 
at  least  four  serious  epidemics.  The  first  was  an  artificial 
one— namely,  that  due  to  the  hasty  and  indiscriminating 
use  of  Koch's  original  tuberculin.  It  was  attended  by  a 
mortality  which  discredited  bacteriology  for  almost  ten 
years.     The  others  were  more  in  the  course  of  nature 
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namely,  influenza,  smallpox,  and  cerebro-spinal  fever. 
Influenza  and  cerebro-spinal  fever  were  quite  new  to  us 
of  this  generation,  and  aroused  a  corresponding  interest 
in  our  minds. 

As  we  have  diseases  of  the  heart  and  lungs,  of  the  blood 
and  of  the  nervous  system  always  w4th  us,  the  Academy 
has  had  a  continuous  stream  of  valuable  discussions  on 
those  subjects.  If  no  striking  advance  in  knowledge  has 
come  before  us,  at  least  it  may  be  said  that  the  tendency 
has  been  towards  greater  precision  in  diagnosis  and  more 
scientific  empiricism  in  treatment.  The  recognition  of 
neuritis,  simple  as  it  seems  now,  was  a  big  step,  leading 
as  it  did  up  to  the  diagnosis  of  intra-spinal  growths.  On 
the  whole,  the  pathology  of  the  nervous  system  is  well 
represented  in  our  "  Transactions,"  and  it  is  only  fair  to 
say  that  our  colleagues,  the  oculists,  have  taken  an  im- 
portant share  in  this  department.  It  is  a  rightful  recog- 
nition of  our  obligations  to  them  in  this  and  in  other  de- 
partments of  medicine  that  the  doyen  of  ophthalmic 
science  in  Dublin  should  occupy  the  presidential  chair  of 
the  Eoyal  College  of  Physicians  of  Ireland  this  year,  and  I 
say  to  him  on  the  part  of  this  Section :  "  Ad  multos 
annos." 

The  transactions  of  this  Section  are  not  rich  in  work 
on  renal  or  gastro-intestinal  pathology ;  possibly  because 
acute  conditions  in  these  departments  are  mostly  dis- 
cussed in  the  Surgical  Section,  and  the  chronic  ones  are 
thought  to  be  too  commonplace  for  our  attention.  I 
think  both  of  those  fields  are  rich  in  suggestiveness  to 
the  inquiring  mind,  and  perhaps  my  reminder  may  bring 
forth  fruit  in  the  session  which  we  are  now  inaugurating. 

So  much  for  the  Acta  during  the  past  thirty  years.  I 
have  given  this  most  cursorv  sketch  not  in  order  to  boast 
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of  onr  achievements,  but  to  indicate  the  course  and  pro- 
gress of  our  development  during  that  time.  All  of  us 
physicians  may  be  said  to  undergo  an  evolution  in  three 
stages.  At  first  we  look  at  Nature — morbid  Nature  as  it 
seems  to  us — with  wonder,  tempered  with  curiosity ;  then 
with  easy  confidence  we  set  ourselves  to  combat  the 
morbid  impulses  of  Nature,  with  what  poor  success  in 
any  one  generation  we  know  too  well.  And -finally  we 
learn  that  the  supposed  morbidities  of  Nature  are  either 
the  necessary  wearing  out  of  a  finite  machine  or  the 
result  of  the  inter-action  of  forces,  often  vital  ones,  in 
which  the  human  organism  for  a  time  or  for  good  gets 
the  worst  of  it. 

Professor  Schiifer,  in  his  recent  address  to  the  British 
Association  for  the  Advancement  of  Science,  seemed  to 
take  the  view  that  the  phenomena  of  life  may  ultimately 
be  capable  of  being  stated  in  a  series  of  chemical  equa- 
tions; in  other  words,  that  the  activities  of  the  simple 
cell,  and,  therefore,  of  the  most  compound  organism,  are 
an  expression  of  the  reaction  of  its  chemical  constituents 
to  those  of  the  medium  in  which  it  lives,  or  of  the  an- 
tagonist with  which  it  strives  for  hfe.  "  We  may  fairly 
conclude,"  he  says,  "  that  all  changes  in  living  substance 
are  brought  about  by  ordinary  chemical  and  physical 
forces.  ...  At  the  best,  '  vitalism  '  explains  nothing, 
and  the  term  '  vital  force  '  is  an  expression  of  ignorance 
which  can  bring  us  no  further  along  the  path  of  '  know- 
ledge.' " 

He  supposes  a  gradual  transition  "  from  material  which 
was  lifeless,  through  material  on  the  borderland  between 
inanimate  and  animate,  to  material  which  has  all  the 
characteristics  to  which  we  attach  the  term  '  life.'  " 

Now,  1  do  not  think  that  this  whollv  mechanical  view 
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of  life  will  commend  itself  to  the  student  of  internal 
medicine.  Every  man  must  work  on  some  hypothesis  or 
other,  and  this  purely  mechanical  explanation  of  life  is, 
it  seems  to  me,  entirely  unhelpful  to  the  physician.  Far 
be  it  from  me  to  say  that  the  chemico-mechanical  view  is 
utterly  wrong.  I  recognise  that  it  goes  a  very  long  way 
in  explaining  most  of  the  processes  which  we  are  accus- 
tomed to  call  vital.  The  law  of  gravity  is  as  compulsory 
in  a  living  man  as  in  a  corpse;  filtration,  osmosis,  liquid 
tensions,  all  obey  their  several  laws  in  the  living  body  as 
in  the  laboratory;  and  chemical  reactions,  no  doubt,  are 
equally  obligatory.  But  the  living  body,  I  believe, 
possesses  a  power  outside  of  all  these  physical  forces — 
namely,  the  function  of  resistance,  adaptation  or  accom- 
modation ;  that  function  of  life  is  the  very  corner  stone  of 
evolution,  and  is  a  new  force  outside  and  beyond  those 
which  enter  into  physico-chemical  reactions. 

The  detritus  of  some  Alpine  height  will  as  certainly  as 
possible  pursue  a  continuous  descent  towards  the  sea,  and 
no  fragment  of  it  will  ever  have  the  power  to  lift  itself 
backwards  by  the  millionth  part  of.  an  inch  towards  the 
boulder  from  which  it  originally  broke  away.  Its  destiny 
is  simple  and  immutable  unless  in  so  far  as  some  living 
thing  may  modify  it. 

But  look  at  the  world  of  life  on  the  other  hand. 
Eoughly  speaking,  one  may  say  that  survival  depends 
upon  resistance  to  gravity,  resistance  to  friction,  resist- 
ance to  heat  and  cold,  and  to  a  thousand  other  destructive 
forces.  Kesistance  is  the  mark  of  life ;  partial  resistance 
coupled  with  partial  acquiescence,  in  biology  as  in 
politics,  may  be  termed  accommodation,  and  to  this  power 
of  accommodation  or  compromise  is  largely  due  the  sur- 
vival of  many  forms  of  life. 
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Man  has  learned  to  accommodate  himself  to  ])hysical 
surroundings  and  to  biological  infections  which  in  earlier 
ages  were  much  more  fatal  than  they  are  now.  The  stress 
of  modern  life  would  have  been  intolerable— i^hysically 
intolerable— in  the  ages  in  which  a  man  had  done  a  good 
day's  work  when  he  had  killed  enough  game  for  two  or 
three  days'  food,  and  had  gorged  himself  into  a  condition 
of  somnolent  repletion.  Under  the  press  of  competition  he 
has  learned  to  eat  more  temperately  and  to  work  harder. 
Yet  now  and  again  an  individual  here  and  there  breaks 
down  under  the  strain;  his  power  of  accommodation 
gives  way,  and  he  is  said  to  become  neurasthenic.  He 
becomes  intolerant  of  the  noise,  the  bustle,  the  anxieties, 
the  ambitions  of  civilisation ;  and  then  we  put  him  to  bed 
we  give  him  plenty  of  food,  and  as  far  as  possible  we 
shut  him  off  from  contact  with  the  outside  world.  We 
try  to  reproduce  the  condition  of  the  over-fed  savage  in 
his  rock-cave,  in  the  hope  that  after  a  time  he  will  come 
forth  fit  to  hunt  with  his  fellow-man  again.  The  break- 
down of  the  neurasthenic  only  accentuates  the  accommo- 
dation of  the  majority  of  men  to  more  strenuous  con- 
ditions. 

Man  has  always  had  to  fight  for  existence  with  other 
forms  of  life.  The  microbic  organisms  have  at  all  times 
been  his  deadliest  enemies.  Yet  we  have  abundant  evi- 
dence that  now  he  makes  a  much  better  fight  than  in 
former  ages.  The  infective  fevers  are  less  deadly  in  a 
community  in  which  they  are  endemic  than  in  one  to 
which  they  are  freshly  introduced.  In  the  one  case  the 
continuous  entity  Man— which  I  may  term  the  proto- 
plasm—has accommodated  itself  to  the  microbic  enemy, 
and  m  large  measure  survives;  in  the  other  case  it  has 
not  yet  acquired  the  faculty  of  accommodation,  and  for  a 
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time  it  largely  succumbs.  Tuberculosis  has  become  less 
deadly,  syphilis  has  become  attenuated  in  virulence, 
leprosy  tends  gradually  to  become  more  and  more  limited 
in  its  distribution.  If  this  increased  resistance  depends, 
as  no  doubt  it  does,  on  chemical  changes  in  our  constitu- 
tion, it  is  no  less  true  that  only  in  a  living  organism  could 
such  change  have  come  about. 

Yet  it  would  be  a  fatal  confidence  to  ignore  the  fact 
that  if  man  has  the  power  of  resistance  and  accommoda- 
tion, the  microbic  organisms  have  similar  powers      Little 
as  we  know  about  them,   this  at  least   is  certain,   that 
though  the  human  body  may  be  able  completely  to  an- 
tagonise some  of  them,  as  witness  the  finite  fevers,  such 
as  measles  and  smallpox,  yet  there  are  others  which  it 
can  often  only  keep  in  check  without  absolutely  killing  or 
eliminating  them.     The  persistence  of  the  bacillus  in  the 
typhoid-carrier,    the    recrudescence    in    apparently    cured 
tuberculosis,  the  cropping  up  of  syphilitic  manifestations 
when  cure  had  long  seemed  complete,  are  suggestive  of 
the  view  that  the  microbe-race  fights  for  survival  with  a 
tenacity  and  a  success  which  are  utterly  inexplicable  as 
due  to  mere  chemical  force  as  we  understand  the  term. 
That    micro-organisms    can    acquire    immunity    to    the 
human  anti-bodies  is  common  knowledge.     Experience  of 
the  salvarsan  treatment  appears  to  show  that  the  Spiro- 
cho'ta  pallida  may  acquire  a  certain  power  of  resistance 
to  arsenic.    A  succession  of  small  doses  resting  unsuccess- 
ful, a  full  dose  may  fail  equally;  probably  because  the 
organism  has  become  habituated  to  the  poison,  as  if  it 
were  one  of  the  arsenic  eaters  of  Styria.    This  may  he  the 
reason  why  in  pernicious  anaemia  arsenic  administered  by 
the  mouth  may  have  a  temporary  success  while  it  ulti- 
matelv  fails.     I  am  myself  disposed  when  I  next  meet  a 
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case  of  that  disease  which  has  not  been  treated  by  arsenic, 
to  try  an  injection  of  salvarsan  in  the  hope  that  the  causa- 
tive agent  may  be  annihilated  by  a  dose,  which  will  not 
be  intolerable  for  the  host. 

The    accommodative    process    is    active    not    merely 
between   organism   and   organism,    but   within    the   indi- 
vidual living  thing  is  visible  in  direct  proportion  to  the 
complexity  of  its  organisation.     The  form,  structure,  and 
function  of  the  various  parts  of  a  compound  organism, 
each  dependent  for  safety  not  merely  on  its  own  activities 
but  on  those  of  other  parts,  are  an  expression  of  that 
accommodative  process  which  I  take  to  be  such  an  essen- 
tial mark  of  life.    The  original  cells  of  the  fertilised  ovum 
have   surrendered  their   individual   liberty  and   made   an 
accommodation  or  pact  by  which  division  of  labour  and 
differentiation  of  form   secure  the   healthy   development 
of  the  whole  community  into  what  we  call  an  individual. 
Those  which  are  marked  off  to  be  nerve  cells— compara- 
tively  few— are   the   life-peers   of   the   human   organism. 
Their  dignity  and  function  are  conterminous  with  their 
hfe  ;  but  they  have  no  heirs.     On  the  other  hand,  the  lower 
class  cells— that  is,  the  least  differentiated— breed  freely, 
have  a  continuous  succession,  and  may  from  time  to  time 
leap  the  barriers  of  form  and  function  allotted  to  them, 
forming  reparative  structures  such  as  a  scar,  or  definite 
new  growths  such  as  cancer.     Even  in  this  last  eventu- 
ahty  the  more   orderly  cells  can  be   seen   to   constitute 
themselves  into  an  army  of  resistance,   which  makes  a 
continuous  but  perpetually  losing  fight  against  the  rebel 
cells- constituting  the  new  growth. 

In  the  progress  of  common  diseases  this  vital  accommo- 
dation is  marked ;  and  I  venture  to  assert  that  no  one  can 
form  a  true  estimate  of  disease  who  does  not  at  least  try 
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to  separate  the  processes  which  are  truly  morbid  from 
those  which  are  resistive,  conservative,  and  accommoda- 
tive. Take,  for  instance,  the  common  arterio-sclerotic 
syndrome.  A  heightened  blood-pressure  and  perhaps  an 
unduly  perceptible  artery-wall  hint  at  the  establishment 
of  the  disease,  whatever  its  cause.  Then  a  heart-beat 
more  forcible  than  normal,  and  perhaps  increase  in  the 
daily  quantity  of  urine,  and  the  presence  in  it  of  a  trace 
of  albumen,  complete  the  clinical  picture.  I  hold  that  he 
who  would  understand  and  treat  the  disease— if,  indeed, 
we  are  ever  likely  to  understand  it  fully— must  recognise 
that  for  a  time  at  least  the  events  in  it  are  protective  for 
the  general  organism,  and  that  the  end  approaches  in  pro- 
portion as  each  protective  process  breaks  down.  Thus  m 
this  syndrome  the  cardiac  hypertrophy  and  the  polyuria 
are  probably  protective.  The  tumult  of  the  heart  and  the 
albumen-incontinence  of  the  kidney  probably  indicate  the 
failure  of  these  two  lines  of  defence,  No  doubt  the 
arterial  change  which  first  attracts  attention  is  itself  also 
protective,  and  by  no  means  morbid.  At  least  we  may 
say  that  the  arterial  pressure  commonly  falls  away 
towards  the  end,  accompanied  by  a  corresponding  deterio- 
ration in  the  condition  of  the  patient.  The  materies 
morhi  is  evidently  behind  all  these  symptoms. 

This  view  of  disease  might  seem  to  deprecate  all  treat- 
ment. By  no  means.  It  suggests  only  that  we  should  try 
to  set  symptoms  in  their  processional  order;  that  we 
should  aim  at  discovering  and  treating  the  primary  cause 
if  possible  ;  and  that  we  should  congratulate  ourselves  on 
the  diminution  or  disappearance  of  the  secondary  sym- 
ptoms only  if  the  general  condition  of  the  body  as  a  whole 
is  therewith  manifestly  improved.  In  other  words,  I  wish 
to  inculcate  the  greatest  respect  for  symptoms  which  in 
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their  early  stages  I  believe  to  be  defensive,  and  which,  as 
they  represent  the  effort  of  this  or  that  tissue  or  organ  to 
defend  the  whole  organism  even  at  the  cost  of  ultimate 
damage  to  themselves,  I  conceive  to  be  essentially  vital 
and  not  chemico-physical  phenomena.     Taking  this  very 
case  of  arterio-sclerosis,  let  me  suggest  by  way  of  illus- 
tration what  I  take  to  be  an  error  in  treatment.     A  person 
showing  this  condition  develops  after  some  time  a  little 
puffiness  about  the  ankles.     My  reading  of  the  cause  of 
this  is  that  probably  the  kidneys  are  becoming  a  little 
unfit  to  maintain  their  line  of  defence;  but  the  patient 
thinks  he  has  dropsy,   and  claims  instant  removal  of  a 
condition   which   he  takes  to  be  a   sure  forerunner   and 
cause  of  death.     We  yield  to  his  prayer,  and  administer 
a  brisk  diuretic.     The  oedema  disappears  like  magic,  and 
for  a  few  days  we  enjoy  the  credit  of  having  performed  a 
miracle.     But  a  swift  retribution  follows  in  the  shape  of 
more  dropsy,  less  urine,  and  the  more  or  less  rapid  super- 
vention of  uraemia.     Eespect  for  the  vital  and  accommo- 
dative resistance  of  the  human  body  should  have  taught 
us  to  hesitate  before   interfering   with   a   little   harmless 
oedema  by  direct  stimulation  of  the  organ  of  whose  fatigue 
or  failure  it  was  the  sign. 

This  is  not  to  say  that  in  any  given  case  we  are  to  stand 
by  admiring  the  process  of  nature  and  doing  nothing. 
This  matter  of  oedema  and  dropsy  will  serve  to  exemplify 
my  position.  We  may  take  it  for  granted  that  there  is  a 
continual  circulation  of  the  fluids  of  the  body  from  the 
heart  to  the  tisues  (including  those  of  the  heart  itself)  and 
from  the  tissues  back  to  the  heart.  The  loss  of  fluid  from 
the  skin  and  the  lungs  will  normally  be  balanced  by  the 
intake  from  the  alimentary  tract,  and  may,  for  the  pur- 
pose of  my  argument,  be  ignored.     When  the  circulatory 
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mechanism  for  any  reason  fails,  there  must  be  a  tendency 

to  stasis  in  the  circuit,  and  stasis  would  mean  death  to  the 

organism.     Stasis  is  put  off  by  the  occurrence  of  dropsy. 

Where  does  it  first  show  itself?     In  the  fine  lymphatic 

passages  surrounding  the  ultimate  and  least  differentiated 

tissue  cells  and  in  the  larger  lymphatic  cavities.     We 

have   latterly   thrown   over   the   old   mechanical   view   of 

dropsy;    thanks    largely    to    the    labours    of    the    French 

school  we  now  incline  to  the  chemical  explanation ;  but  I 

venture  to  assert  that  while  both  mechanical  and  chemical 

explanations  are  still  necessary,  they  are  insufficient  to 

account   for   the   special   localisation   of   dropsical   fluids. 

That  localisation  is  dependent  upon  a  vital  selection  by 

which  it  is  placed  where  it  can  do  least  harm ;  and  I  may 

add  that  it  always,  or  nearly  always,  occurs  when  the 

kidneys  have  already  done  their  best  to  relieve  the  relative 

plethora    of    the    circulation,    and    have    begun    to    fail. 

Dropsy  so  localised  is  for  a  time  harmless.     Any  attempt 

to  remove  it  by  stimulating  the  kidneys  to  further  effort 

is  sure  to  fail ;  when  it  becomes  obnoxious  by  its  bulk  it  is 

best  removed  by  paracentesis.    This  view  gives  to  dropsy 

an  essential  value  as  a  vital  effort  on  the  part  of  the 

organism  to  relieve  the  main  circulating  system  ;  the  blood 

is  permitted  to  unload  the  least  essential  of  its  elements 

in  the  interstices  of  the  least  essential  tissues,  which  in 

their  turn  live  much  longer  than  if  they  resisted  such  a 

burden.     This  is  no  fanciful  view.     Over  and  over  again 

in  hospital  we  have  seen  dropsical  patients  kept  alive  for 

terms  which   seemed   impossible  at   their   admission,   by 

leaving  their  dropsy  untreated  till  it  reached  a  pressure 

which  jus*  incommoded  the  circulation  or  the  breathing, 

and  then  removing  it  by  tapping.     More  than  five  years 

ago  a  woman  was  admitted  into  hospital  under  my  care, 
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apparently  dying  with  mitral  incompetence,  dropsy,  and 
albumen  in  the  urine.  She  died  only  a  month  ago,  having 
had  abdominal  paracentesis  performed  more  than  a  hun- 
dred times.  During  four  years  she  had  been  able  to  go 
home  for  a  few  days  between  each  tapping,  when  the 
weather  was  fine,  while  she  stayed  with  us  entirely  during 
each  winter. 

I  contend,  then,  that  while  the  living  organism  is  sub- 
ject to  all  physical  forces,  it  has  a  force  of  its  own— a  vital 
force  which  determines  it  to  preserve  its  own  individu- 
ality.    That  force,  present  in  all  its  several  structures, 
determines  each  to  preserve  its  own  existence,  while  at 
the  same  time  it  is  dependent  for  perfect  function  upon 
the  health  of  the  other  structures  which  go  to  make  up 
the  organism.    In  health  the  distribution  of  function  is  so 
equilibrated  that  we  can  recognise  no  part  as  being  more 
perfect  or  less  perfect  than  another.     In  that  falling  away 
from    health    which    we    call    "disease"    it    commonly 
happens  that  structures  and  tissues  fail  in  proportion  as 
they  are  more  highly  specialised  or  have  been   later  in 
development.    But  at  each  stage  of  degradation,  defensive 
works  are  set  up  by  tissues  lower  or  simpler  in  structure 
and  of  older  birth,  so  that  the  most  ancient  of  our  tissues 
are  the  last  to  die.     A  good  deal  of  the  essence  of  a  scientific 
treatment  of  disease  consists  in  the  full  use  of  these  lower 
defences  before  we  attempt  to  recapture  and  rehabilitate 
the  higher  positions  which  have  been  lost  or  put  out  of 
action. 

All  this  implies  something  akin  to  intelligence  or  pur- 
pose in  the  living  cell  or  in  the  community  of  cells  which 
constitute  the  individual,  by  which  it  aims  perpetually  at 
not  ceasing  to  be,  and  by  resistance  and  compromise 
adapts  itself  to  forces  from  within  or  from  without  which 
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tend  to  its  destruction.     And  as  the  various  groups  of  cells 
of  different  function  which  constitute  a  higher  organism 
live  a  social  life,  in  which  each  is  dependent  upon,  and 
acts  in  defence  of  the  others  I  recognise  herein  the  very 
beginning  of  a  social  morality.     That  morality  is  based 
upon    mutual    interest    and    the    common    good.      When 
organisms  of  similar  kind  multiply  they  retain  as  indi- 
viduals,  and   as   a   community   commonly   develop   on   a 
higher  level  this  social  morality.     In  the  case  of  lower 
organisms    than    ourselves    we    usually    call    the    various 
manifestations   of   this   social  morality   by   the   name   of 
instincts — a  name  which  explains  neither  their  origin  nor 
their  purpose.     If  we  recognise  the  defensive  and  accom- 
modative purpose  of  these  instincts  we  give  them  a  moral 
sanction,  and  we  accept  morality  as  one  of  the  functions 
of  life.     Thus  the  vital  force  which,  in  my  conception, 
with  all  the  various  so-called  physical  forces  conditions  the 
existence  of  a  living  organism  or  community,  brings  to 
such  organism  or  community  a  power  of  resisting  dissolu- 
tion by  mere  physical  forces ;  and  in  higher  organisations 
this    resistance    is    made    efficient    by    a    sub-division    of 
function  and  a  mutual  interaction  of  parts  which,  in  a 
human  community,  would  be  said  to  be  the  result  of  a 
natural  morality.     I  see  no  reason  for  denying  to  simpler 
organisations  a  simpler  and  more  embryonic,  though  none 
the  less  real  and  beneficial,  morality. 

But  I  do  not  think  that  any  one  can  imagine  a  moral 
sense,  no  matter  how  rudimentary,  being  instilled  into  a 
mass  of  ' '  colloidal  slime  ' '  by  any  grouping  of  chemical 
and  other  physical  forces.  If  this  is  unthinkable,  then 
Professor  Schafer's  vision  of  life  being  some  day  pro- 
duced anew  by  the  chemist  from  inorganic  matter  must 
remain  a  dream  of  the  impossible. 
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This  very  crude  intrusion  of  mine  into  a  more  or  less 
abstract  domain  will,  I  hope,  be  acceptable  to  you  for  the 
sake  of  its  lesson.  That  lesson  is  that  we  should,  in  our 
dealings  with  sick  humanity,  try  to  discriminate  between 
those  symptoms  and  conditions  which  are  harmful  to  life, 
and  those  which  are  defensive  of  it ;  that  we  should 
approach  nature  as  we  see  her,  with  respectful  timidity, 
not  with  boorish  temerity;  and  that  we  should  think  of 
ourselves  as  servants  in  the  court  of  a  great  and  wise  and 
beneficent,  but  unfortunately  dumb  queen  whose  will  has 
to  be  read  by  signs,  according  to  our  individual  ability. 

To  accept  the  chemico-physical  theory  as  the  full  ex- 
planation of  life  would  be  to  hand  ourselves  over  to  a 
perfectly  hopeless  determinism.  While  it  may  possibly 
be  true  that  Professor  Schafer's  "colloidal  slime"  may 
from  time  to  time  take  on  the  form  and  functions  of  life — 
in  other  words,  that  the  production  of  life  is  continuous — 
such  a  jump  into  life  must  mean  the  taking  on  of  qualities 
which  were  in  no  degree  inherent  in  the  original  material. 
To  say  that  such  qualities — defensive,  social,  and  moral — 
are  explicable  on  chemical  grounds  accounts  for  such 
change  no  more  than  "  vitalism  "  does,  and  it  leaves  us 
with  the  uncomfortable  feeling  that  while  it  deprives  the 
term  "chemical"  of  all  definite  value,  it  robs  our  con- 
ception of  life  of  all  that  it  connotes  in  the  long  story 
which  begins  at  or  before  the  amoeba  and  ends  with 
human  civilisation. 
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These  methods  naturally  fall  under  two  headings  : — 
(1)  Specific  drugs;  (2)  therapeutic  immunisation.  A 
happy  combination  of  the  two  methods  seems  to  me  to  be 
the  ideal  to  be  aimed  at. 

I  will  first  describe  the  methods  I  have  used,  and  then 
briefly  give  the  histories  of  some  cases  in  whose  sputa, 
with  one  exception,  tubercle  bacilli  were  found — in  large 
numbers  in  most  of  them. 

There  are  several  drugs  which  have  been  used  for  intra- 
vital bactericidal  purposes,  such  as  creasote,  guaiacol,  allyl 
sulphide  and  other  sulphides,  as  in  the  patent  preparation 
pneumosan,  also  formalin,  chinosol,  &c.  Some  of  these 
have  been  given  by  the  mouth,  others  injected  intramuscu- 
larly, others  given  intravenously.  Yet  other  combinations 
have  been  given  by  intratracheal  injections. 

The  drug  I  have  been  most  using  is  iodine  in  organic 
combination  in  the  form  of  iodoform,  given  chiefly  intra- 
venously, but  sometimes  intramuscularly  or  by  the  mouth. 
Szendeffy's  combination  of  iodised  peptone  menthol  and 
radium  has  also  been  tried.  I  have  found  that  iodoform 
given  intravenously,  dissolved  in  ether,  is  by  far  the  most 

"The  word  '-specific"  was  included  in  the  title  when  the  paper  was 
read  but  was  removed  before  piablication  by  the  author  at  the  desire  of 
the  General  Council  of  the  Academy. 
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effective  method.  This  method  was  introduced  by  Dewar 
seven  or  eight  years  ago.  Nearly  every  one  at  first  sight 
seems  to  think  this  proceeding  highly  dangerous,  and  it  is 
frequently  rejected,  without  trial,  as  absurd.  After  giving 
a  very  considerable  number  of  injections  myself,  and 
having  taught  a  good  many  people  the  technique,  I  can 
say  that  the  only  unpleasant  symptoms  I  have  seen  are  a 
slight  drowsiness  of  the  patient,  when  too  much  ether  has 
been  used  as  a  solvent,  and  in  some  cases  a  transitory  fit 
of  coughing.  All  the  other  bugbears,  such  as  gas  embolism 
from  ether  vapour,  or  embolism  from  detachment  of  a  clot, 
are  mere  chim^eras. 

The  solution  must  be  prepared  fresh,  and  it  is  best  made 
in  an  amber-coloured  syringe,  since  the  actinic  rays  of  the 
spectrum  liberate  the  iodine  from  the  methyl  group,  and 
the  free  iodine  being  an  irritant  causes  thrombosis.  The 
iodoform  is  prepared  by  Burroughs  Wellcome  &  Co.  in 
half-grain  tablets.  A  half -grain  tablet  is  put  into  the 
syringe  and  crushed  up,  two  minims  of  liquid  paraffin  are 
drawn  in,  and  the  (No.  3)  fine  steel  needle  is  attached, 
then  five  minims  of  pure  ether  drawn  in.  The  needle 
is  blocked  with  a  little  lanoline  to  prevent  the  ether 
evaporating  and  thereby  blocking  the  needle  by  the  deposit 
of  iodoform.  The  syringe  is  then  shaken  until  the  iodo- 
form is  dissolved.  A  piece  of  elastic  tubing  is  used  as  a 
tourniquet  above  the  elbow  as  for  a  venesection,  and  fixed 
with  the  bleeder's  knot.  The  tension  must  be  such  that 
it  stops  the  venous,  but  not  the  arterial,  circulation.  The 
skin  is  washed  with  some  antiseptic  soap  or  by  some  other 
method.  When  the  vein  is  tense,  any  air  in  the  syringe  is 
expelled,  the  wall  of  the  vein  is  fixed  by  the  point  of  the 
needle  held  vertically,  and  the  needle  is  pushed  in  in  a 
slanting  direction.     There  is  a  sense  of  the  needle  going 
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into  space.  Sometimes  the  needle  is  pushed  in  too  far, 
and  fixes  the  opposite  side  of  the  vein  ;  on  withdrawing  the 
needle  slightly,  a  distinct  click  is  heard  as  the  needle  point 
disengages.  One  then  may  be  absolutely  sure  that  the 
needle  is  in  the  vein.  If  there  is  any  doubt,  on  a  slight 
withdrawal  of  the  piston  blood  will  appear  in  the  nozzle 
of  the  syringe  if  the  needle  is  in  the  vein.  The  injection  of 
the  mixture  under  the  skin  causes  intense  pain. 

When  the  needle  is  in  the  vein,  the  tourniquet  is  slipped 
off  and  the  mixture  slowly  injected.  The  patient  almost 
at  once  tastes  the  ether.  At  the  beginning  of  the  treat- 
ment, the  patient  often  feels  drowsy  for  a  minute  or  two 
after  the  injection,  and  some  patients  have  a  fit  of 
coughing. 

The  frequency  of  the  injections  and  the  amount  to  be 
injected  vary  with  the  patient.  I  never  find  it  necessary 
to  give  more  than  half  a  grain.  I  should  like  to  emphasise 
the  fact  that  if  there  is  the  slightest  trace  of  colour  in 
either  the  paraffin  or  ether,  they  must  on  no  account  be 
used,  as  the  free  iodine  w^ill  produce  thrombosis.  This  is 
not  dangerous,  but  it  deprives  one  of  the  use  of  the  vein 
for  two  or  three  weeks. 

In  early  cases,  such  as  are  usually  grouped  as  Class  1, 
one  starts  with  half  a  grain  every  second  day,  and  gradu- 
ally increases  the  frequency  until  it  is  given  five  times  a 
week.  The  same  plan  may  be  used  with  cases  of  Class  2. 
With  cases  of  Class  3,  running  high  temperatures,  one 
must  proceed  more  cautiously.  I  begin  with  a  quarter  of 
a  grain  and  watch  the  result.  There  is  frequently  a  slight 
rise  of  temperature  that  evening,  and  it  may  be  necessary 
to  leave  a  longer  interval  than  a  day  between  the  injec- 
tions. One  feels  one's  way  with  these  cases.  As  the  re- 
sult of  the  treatment,  the  sputum  gradually  diminishes, 
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appetite  and  weight  improve,  tubercle  bacilli  and  other 
microbes  disappear,  and  all  the  physical  signs  gradually 
grow  less  until  the  stage  of  apparent  cure  develops. 

If  the  case  is  of  a  ha^morrhagic  type,  or  if  the  coughing 
is  severe  after  the  intravenous  injection,  I  sometimes  have 
recourse  to  intramuscular  injections,  but  they  are  dis- 
tinctly less  efficient.  Still  less  efficient  is  the  iodine- 
menthol-radium  combination ;  but  I  have  used  it  some- 
times when  I  wanted  to  give  the  patient  a  rest  from  the 
intravenous  injections,  and  I  have  found  it  useful  when  the 
patient  has  contracted  a  cold,  which  it  seems  to  cut  short. 
Patients  tell  me  that  the  combination  has  a  distinctly  tonic 
effect. 

When  patients  have  been  so  circumstanced  that  injec- 
tion treatment  is  impossible,  I  have  prescribed  six  to  ten 
grains  of  iodoform  daily,  given  by  the  mouth.  The  im- 
provement in  many  cases  has  been  most  marked,  and  I 
think  that  those  who  do  not  care  to  use  any  of  the  injection 
methods  might  give  this  method  a  trial. 

If  the  patient  is  in  the  first  stage,  there  Ls  no  need  for 
him  to  lie  up.  He  may  come  for  the  injection  to  the  dis- 
pensary or  consulting-room.  If  he  has  a  temperature  and 
his  general  condition  is  bad,  then  he  must  be  confined  to 
bed  until  his  temperaure  has  been  normal  for  some  time. 
It  is  of  the  utmost  importance  to  keep  such  patients'  lungs 
as  quiet  as  possible,  and  to  allow  his  body  to  concentrate 
its  energies  in  getting  rid  of  the  disease.  As  I  have  said, 
these  cases  often  have  a  reaction  after  an  injection,  and 
rest  in  bed  is  of  the  utmost  importance  during  a  reaction. 
I  always  like,  if  possible,  to  be  on  the  safe  side,  and  to  keep 
a  patient  under  close  observation  during  the  first  stages  of 
the  treatment  until  I  know  how  the  case  is  goino-. 

The  length  of  time  that  treatment  takes  varies  with  the 
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case.  Apparent  cure  may  be  obtained  in  a  few  months, 
even  in  acute  cases ;  a  chronic  case  may  take  a  year  or 
more.  I  always  leave  a  large  margin  of  safety,  and  after 
the  patient  is  apparently  cured  I  get  him  to  come  occa- 
sionally for  an  injection,  and  insist  that  he  must  do  so  if 
he  gets  a  cold.  If  he  is  very  subject  to  colds  he  ought  to 
be  immunised  against  them.  As  I  have  said,  iodine- 
menthol-radium  compound  seems  to  be  especially  effective 
in  cutting  short  a  cold. 

Sometimes  after  the  treatment  has  proceeded  for  some 
time  slight  symptoms  of  iodism  appear ;  a  few  days'  rest 
soon  rectifies  this.  The  only  symptom  of  iodoform  poison- 
ing that  I  have  seen  was  slight  amblyopia  in  one  case. 

Are  there  any  contra-indications  ?  I  think  the  only 
contra-indication  is  when  the  lungs  are  so  extensively 
damaged  that  the  case  is  absolutely  hopeless.  Sometimes, 
in  very  advanced  cases  the  coughing  fit  after  an  injection 
is  so  very  trying  that  this  method  has  to  be  abandoned. 
Acuteness  of  disease  is  certainly  not  a  contra-indication.  I 
have  seen  cases  recover  whose  chances  I  considered  were 
of  the  slenderest. 

There  still  remains  the  question  as  to  how  the  iodoform 
acts.  The  injections  produce  a  leucocytosis,  and  the  fact 
that  sometimes  symptoms  of  iodism  develop  indicates  that 
the  iodoform  is  split  up  with  liberation  of  iodine.  Iodo- 
form is  certainly  split  up  when  it  comes  in  contact  with 
pus,  and  so  the  decomposition  of  the  iodoform  may  take 
place  chiefly  at  the  site  of  the  lesion,  Dewar  suggests 
several  explanations.  Two  of  the  most  probable  are, 
first,  that  the  iodoform  has  a  direct  germicidal  action; 
secondly,  on  splitting  up,  oxidation  of  the  methyl  group 
produces  formaldehyde,  the  iodine  being  liberated,  and 
both  act  directly  as  germicides.    It  is  quite  likely  that  it  is 
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split  up,  for  iodoform  in  solution  in  ether  is  very  unstable, 
being  rapidly  decomposed,  for  instance,  by  light  with 
liberation  of  iodine.  I  think  myself  that  one  of  its  chief 
actions  is  the  well-known  action  of  iodine  in  convertinii 
toxin  into  toxoid,  which  is  not  poisonous,  but  is  quite  as 
good  as,  if  not  better  than,  toxin  as  a  stimulant  for  the 
production  of  anti-toxin.  The  power  that  iodoform  has  of 
abolishing  a  reaction  after  a  dose  of  tuberculin  points  to 
this  explanation.  More  work  is  necessary  on  the  pharma- 
cology of  the  drug. 

I  do  not  consider  the  treatment  in  any  case  complete 
unless  a  course  of  injections  of  tuberculin  has  been  given, 
although  I  have  not  always  been  able  to  live  up  to  this 
ideal. 

In  some  cases — namely,  the  early  ones — I  begin  the 
tubercuhn  at,  or  very  soon  after,  the  commencement  of 
the  treatment.  I  think  there  can  be  little  doubt  that  the 
combination  of  the  two  processes  intensifies  the  action  of 
each. 

When  the  patient  is  running  a  temperature,  I  do  not 
use  tuberculin  for  some  time.  The  tuberculins  on  the 
market  which  I  consider  best  are  various  forms  of  old 
tuberculin— viz.,  A.T.,  A.F.,  and  P.T.O.— though  I  think 
it  does  not  matter  much  which  form  one  uses.  I  be^in 
with  .0001  milligramme,  and  work  up  to  a  certain  number 
of  milligrammes  according  to  the  case. 

I  have  devised  a  form  of  tuberculin  to  use  combined 
with  iodoform.  This  has  given  me  most  excellent  results 
in  surgical  tuberculosis,  and  in  those  cases  of  pulmonary 
tuberculosis  in  which  I  have  tried  it.  The  dried  tubercle 
bacilli  are  weighed  out  and  dissolved  in  benzoyl  chloride ; 
this  is  diluted  with  liquid  paraffin  containing  2  per  cent, 
benzoyl  chloride,  and  the  dilutions  are  so  arranged  that 


By  Dr.   W.   M.    Crofton.  21 

5  minims  contain  a  dose.  The  dose  is  mixed  with  half  a 
grain  of  iodoform,  in  ether,  in  a  non-actinic  syringe,  or 
the  doses  can  be  kept  in  non-actinic  glass  capsules.  I 
thought  that,  besides  its  anti-microbial  action,  the  iodo- 
form might  do  away  with  reactions  caused  by  the  tuber- 
culin. I  found  that  this  was  not  the  case,  but  that  the 
local  reactions  were  intensified,  so  that  T  had  to  reduce 
the  initial  dose  from  .00001  of  a  milligramme  to  .000001 
of  a  milligramme,  so  as  not  to  cause  too  great  a  local  re- 
action. A  slight  reaction  is  very  beneficial,  especially 
when  a  bactericide  is  present.  The  highest  dose  I  have 
found  necessary  is  .001  of  a  milligramme. 

As  I  have  said,  the  results  in  surgical  tuberculosis  have 
been  very  satisfactory,  and  in  the  cases  of  pulmonary 
tuberculosis  in  which  T  have  used  it  the  results  have  also 
been  very  good.  Vaccines  of  other  micro-organisms  of 
infections — sometimes  primary,  sometimes  secondary — T 
also  use  if  required.  As  in  all  lung  affections,  it  is  always 
necessary  to  begin  with  a  very  small  dose,  and  to  increase 
the  dose  cautiously.  In  certain  cases  they  have  proved  to 
be  distinctly  useful. 

Before  giving  the  illustrative  cases,  I  may  mention  that 
rabbits  which  were  artificially  infected  by  intratracheal 
injections  of  virulent  bovine  •  bacilli  have  been  cured  by 
injections  of  one-sixtieth  to  one-fiftieth  of  a  grain  of  iodo- 
form given  daily.  The  treatment  was  commenced  when 
the  animals  had  begun  to  waste  ;  all  the  animals  recovered. 

I  shall  now  sketch  the  histories  of  some  illustrative 
cases.  I  have  selected  cases  about  the  diagnosis  of  which 
there  coufd  be  no  doubt,  as  it  is  my  purpose  to  show  that 
these  methods  are  effective  in  such  cases.  But  I  wish  it 
clearly  to  be  understood  that  I  absolutely  disagree  with 
those  who  think  it  necessary  to  wait  for  tubercle  bacilli  to 
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appear  in  the  sputum  before  making  a  diagnosis.  The 
hope  for  the  stamping  out  of  the  disease  is  prevention 
rather  than  cure,  and  I  cannot  too  strongly  urge  the  use 
of  tuberculin  for  prophylactic  purposes. 

Illustrative  Cases. 
The  first  case  belongs  to  Class  1. 

Case. — A  young  married  woman  aged  twenty-eight,  had 
been  operated  on  for  broken  down  tubercular  glands  in  the 
right  side  of  her  neck.  Dr.  Hayes  screened  her,  and  we  saw 
a  mass  of  enlarged  glands  at  the  root  of  the  right  lung,  and 
others  along  the  spinal  border.  There  were  also  a  few  en- 
larged glands  on  the  left  side.  There  were  no  other  signs  of 
tuberculosis  of  the  lungs  shown  by  the  OJ-rays ;  but  I  thought 
there  was  a  slight  harshness  of  the  breath  sounds  at  the  right 
apex.  I  began  tuberculin  at  once,  giving  her  .000001  mg.  of 
my  own  tuberculin,  combined  with  half  a  grain  of  iodoform. 
She  also  had  half  a  grain  of  iodoform  intravenously  three 
times  a  week.  The  tuberculin  was  given  once  a  week  and  so 
increased  regularly  to  .000002,  .000004,  .000008,  .000006, 
.00001,  and  so  on  until  .001  mg.  was  reached.  At  the  end 
of  three  months  she  had  to  return  home,  and  Dr.  Hayes 
screened  her  again.  The  enlarged  glands  had  almost  dis- 
appeared. During  the  treatment  the  patient  put  on  weight 
steadily.  The  wound  in  her  neck  rapidly  healed  up.  Some 
other  enlarged  glands  in  her  neck  disappeared.  Her  tem- 
perature was  normal  throughout.  She  now  appears  to  be 
perfectly  well. 

The  next  case  illustrates  Class  2. 

Case. — A  young  man,  aged  eighteen,  came  to  me  with 
enlarged  and  broken  down  glands  on  both  sides  of  his  neck. 
There  was  well  marked  crepitation  in  the  top  of  the  left  lung 
to  about  three  inches  below  the  clavicle.  He  had  also  some 
crepitations  at  the  very  top  of  his  right  lung.  He  had 
tubercle  bacilli  in  his  sputum,  and  a  tubercular  abscess  over 
the  great  trochanter  of  his  right  femur.  The  abscess  was 
opened.     I  began  treatment  with   .000001   mg.   of  my  own 
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tuberculin  and  increased  it  as  in  the  previous  case,  until  he 
had  reached  .001  mg.  The  abscess  rapidly  healed  up.  He 
has  now  no  sputum.  He  has  put  on  a  large  amount  of 
weight.  The  crepitations  have  disappeared,  but  there  is  still 
a  slight  harshness  of  the  breath  sounds  over  the  top  of  the 
left  lung.  The  enlarged  glands  in  his  neck  have  disappeared, 
and  a  sinus  there  has  healed.  His  temperature  was  100°  F. 
when  treatment  was  begun,  but  fell  at  once  to  normal  when 
the  abscess  was  opened,  and  has  remained  normal  ever 
since.     In  this  case  no  intravenous  injections  were  given. 

The  last  four  cases  illustrate  Class  3,  and  are  of  an  in- 
creasing degree  of  severity. 

Case. — A  young  man,  aged  eighteen,  was  sent  to  me  in 
September,  1910,  for  severe  post-nasal  catarrh  and  chronic 
bronchitis.  He  used  as  many  as  twelve  handkerchiefs  in 
the  day.  He  had  a  history  of  pneumonia  at  the  age  of  three 
years  old,  and  of  having  adenoids  removed.  He  had  a  per- 
forated drum  in  his  right  ear.  I  found  pneumococci  and 
micrococcus  catarrhalis  in  the  nasal  discharge,  pneumococci 
and  a  Gram-negative  bacillus  in  the  discharge  from  his  ear, 
pneumococci,  micrococcus  catarrhalis,  and  a  large  number 
of  tubercle  bacilli  in  his  sputum.  The  physical  signs  in  his 
lungs  were  those  of  chronic  bronchitis,  and  I  could  not  find 
a  tubercular  focus.  I  had  him  screened,  and  there  appeared 
deep  in  the  upper  lobe  of  his  left  lung  a  well-marked  opacity 
and  enlarged  glands  at  the  root  of  the  lung  along  the  verte- 
bral border.  There  were  also  some  enlarged  glands  on  the 
right  side.  I  begun  treatment  with  intravenous  injections  of 
iodofonn  five  times  a  week  and  kept  them  up  steadily.  All  his 
symptoms  improved.  His  temperature,  which  had  been 
ranging  from  99°  to  100°,  and  once  to  101°,  became  normal 
in  a  fortnight,  and  this  without  rest.  At  the  end  of  nine 
months  he  was  using  one  handkerchief  in  the  day  and  the 
tubercle  bacilH  had  disappeared  from  the  sputum.  As  well 
as  the  iodoform  injections,  I  used  first  of  all  an  autogenous 
pneumococcal  vaccine  (attaining  a  dose  of  700  millions  of 
this),  a  vaccine  of  his  micrococcus  catarrhalis,  then  a  mixed 
vaccine  of  pneumococci  and  Gram-negative  bacillus.     After 
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using  the  latter,  the  discharge  from  his  ear  gradually  grew 
less,  but  did  not  entirely  disappear.  I  then  took  another 
culture  from  his  ear  and  found  staphylococci  alone.  I  made 
a  vaccine  from  this,  and  after  a  series  of  injections  the  dis- 
charge from  his  ear  ceased.  He  had  also  a  short  course  of 
my  own  tuberculin.  I  also  gave  him  some  injections  of 
iodine-menthol-radium,  as  a  rest  from  the  intravenous  in- 
jections. During  the  whole  time  he  continued  at  his  work, 
and  at  first  came  to  my  study  for  his  injections.  Later  his 
brother  gave  them  to  him.  He  is  now  in  the  best  of  health. 
Dr.  Hayes  screened  him  for  me  a  few  days  ago,  where  the 
large  opacity  was  in  a  slight  shadow.  The  glands  at  the  root 
of  his  lungs  are  much  reduced,  and  others  appear  from  the 
density  of  their  shadows  to  be  calcified. 

The  next  was  a  man,  aged  thirty,  who  came  to  me  saying 
that  he  had  just  left  hospital  where  he  had  been  for  pleurisy. 
He  told  me  that  tubercle  bacillus  had  been  found  in  his 
sputum.  I  found  signs  of  pleurisy  over  the  lower  part  of  his 
left  lung,  and  crepitations  over  the  upper  part  of  his  right 
lung,  extending  down  to  about  two  inches  below  the  clavicle. 
His  temperature  was  between  99°  and  100°  F.  He  had  to 
go  to  the  country  for  a  month,  and  I  prescribed  eight  grains 
of  iodoform  in  the  day.  I  saw  him  again  six  weeks  after. 
He  told  me  that  his  temperature  had  soon  become  normal 
in  the  country,  and  that  he  had  put  on  about  one  stone  in 
weight,  but  that  after  his  return  to  Dublin  his  temperature 
had  gone  up  to  over  100°  F.  He  had  again  become  very  weak 
and  ill,  and  his  sputum  had  increased.  I  began  intravenous 
injections  at  once,  giving  him  half  a  grain  of  iodoform  five 
times  a  week.  His  temperature  rapidly  came  down  to  normal, 
and  remained  so  throughout  the  treatment,  except  once  or 
twice,  when  he  had  a  cold.  He  improved  rapidly,  putting  on 
weight  and  losing  his  feeling  of  extreme  weakness.  His 
sputum  greatly  diminished.  After  four  months  I  began  to 
use  my  own  tuberculin,  beginning  with  .000001  of  a  milli- 
gramme and  increasing  to  .00001.  The  tubercle  bacilli  dis- 
appeared at  the  end  of  six  months  and  he  had  lost  all  his 
physical  signs.  I  showed  him  at  another  place  a  year  ago, 
and  he  has  remained  perfectly  well  ever  since.  Throughout 
the  time  he  remained  at  work  and  came  to  me  for  treatment. 
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Towards  the  end  of  the  treatment  I  reduced  the  number  of 
intravenous  injections  to  first  three  in  the  week,  then  two, 
and  then  one. 

The  next  patient,  a  boy  aged  eighteen,  was  brought  to  me 
with  a  history  of  cough,  of  having  fainted  while  playing 
tennis,  and  of  a  very  large  number  of  tubercle  bacilli  having 
been  found  in  his  sputum.  I  found  that  there  were  crepita- 
tions in  the  tops  of  both  lungs  and  large  numbers  of  tubercle 
bacilli  in  his  sputum.  He  felt  weak  and  was  very  easily 
tired.  His  evening  temperature  was  between  99°  and  100°. 
Two  days  after  he  went  to  a  nursing  home,  his  temperature 
shot  up  to  104°  F.,  and  there  was  a  rapid  extension  of  the 
disease  through  the  upper  lobe  of  his  left  lung  with  tubular 
breathing.  I  treated  him  at  first  with  iodine-menthol- 
radium,  later  with  intravenous  injections. 

His  temperature  rapidly  came  down  to  normal,  and  with 
one  or  two  exceptions  remained  so  throughout  the  treatment. 
The  physical  signs  in  his  lungs  steadily  cleared  up.  His 
sputum  diminished  in  quantity  until  it  disappeared  at  the 
end  of  three  months.  When  his  temperature  had  been 
normal  for  six  weeks  I  began  to  use  tuberculin  A.F.  in  doses 
of  .001  of  a  milligramme,  and  increased  it  steadily  every  five 
days,  until  2  milHgrammes  were  attained.  He  then  left  the 
nursing  home  and  came  to  me  three  times  a  week  for  the 
intravenous  injections.  These  were  gradually  reduced  to 
twice,  and  then  once  a  week.  When  he  left  the  nursing 
home  he  still  had  a  slight  crepitation  at  one  spot  near  the 
sternal  end  of  his  fourth  interspace.  This  has  now  entirely 
disappeared.  I  saw  him  first  on  September  5th,  1911.  The 
following  July  he  was  able  to  play  several  hard  sets  of  tennis 
in  an  afternoon.  He  remains  apparently  well,  and  has 
neither  cough,  sputum,  nor  physical  signs — except,  perhaps, 
a  very  slight  loss  of  resonance  over  the  top  of  his  left  lung. 

The  last  case  was  one  of  the  worst  I  have  ever  seen 
recover.  I  saw  him  in  consultation  with  Dr.  Ciirtin,  of 
Bonrnemouth,  and  Dr.  Leslie,  of  Parkstone.  I  am  in- 
debted to  Dr.  Curtin  for  the  sketch  of  this  case. 

A   medical    man   engaged   in  the    pubhc    service,   with    a 
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good  family  history  and  no  previous  illness,  found  his  health 
failing    a    year    before    definite    symptoms    appeared.       In 
November,   1911,  he  had  a  haemon-hage  (about  a  teaspoon- 
ful),   and   vi^as   examined   by   a   colleague,    but  no   signs  of 
definite  lung  trouble  were  discovered.     On  the  28th  Novem- 
ber, 1911,  there  was  a  serious  haemoptysis,  about  three-quar- 
ters of  a  pint.    The  temperature  was,  as  a  rule,  between  100° 
and  101°,  with  occasional  rises  to  102°,  pulse  96,  respiration 
16  to  18.     In  January  rales,  with  diminished  resonance  on 
percussion,  were  discovered  in  the  middle  and  inferior  lobes 
of  right  lung  posteriorly.     Tubercle  bacilli  were  plentiful  in 
the  sputum.     Dioradin  was  injected,  daily  at  first,  and  then 
on  alternate  days  for  a  month,  but  with  no  obvious  effect. 
In  March  the  case  appeared  to  be  taking  a  most  unfavour- 
able course,  and  there  was  every  likelihood  of  an  acute  con- 
dition setting   in.      On  March   14th   iodoform  was   injected 
intravenously.     It  was  shortly  after  this  I  (W.  M.  C.)  saw 
him.    No  immediate  effect  was  produced  by  the  treatment  in 
the  temperature  or  pulse,  but  the  physical  signs  in  the  right 
lung  soon  became  more  favourable.    In  May  the  temperature 
again  rose  to  102°  F.  owing  to  the  onset  of  pleurisy  with 
some  consolidation  in  the  lower  portion  of  the  left  lung,  and 
crepitation  also  appeared  over  the  apex  of  the  same  lung. 
The   lower  lobe  was   seriously   affected,   rales  being  present 
almost  over  the  entire  lung.     Staphylococci  were  found  in 
the  sputum,  and  five  millions  of  an  autogenous  vaccine  were 
given  every  week,  as  well  as  the  intravenous  injections.     In 
August  the  physical  examination  revealed  very  little  abnor- 
mality, and  the  patient  was  allowed  to  take  walking  exercise. 
Progress  has  been  since  continuous  though  not  rapid,   and 
weight  has  increased  to  normal.     The  only  physical  sign  now 
remaining  (November  23rd)  is  slight  bronchial  breathing  near 
the  left  apex.     The  lungs  move  freely,  there  are  no   adhe- 
sions,  and  chest  expansion  is  from  one  and  a  half  to  two 
inches.     Temperature  is  nomial,   except  for  a  brief  period 
after  mid-day    meal,   when    it    rises    to  99°.      There    is    no 
sputum.     He  is  still  having  iodoform  injections,  and  intends 
to  resume  his  work  in  a  few  weeks. 

The  conclusions  I  have  come  to  are  : — (1)  That  it  is 
uncommon  not    to    obtain   apparent   cure    in    first    stage 
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cases ;  (-2)  that  the  majority  of  cases  in  the  second  stage 
also  get  well ;  (3)  and  that  at  least  a  proportion  of  cases  in 
the  third  stage,  especially  if  recent,  have  the  disease 
arrested. 


Dr.  Strangman  (Waterford)  said  that  since  Dr.  Croftou's 
previous  paper  had  been  published  she  had  tried  the  treat- 
ment in  two  of  her  cases.     The  first  was  one  that  might 
have  been  looked  on  as  a  forlorn  hope.     There  were  cavities 
in  the  left  apex,  and  the  right  base  was  the  only  part  of  the 
lungs  that  could  be  looked  upon  as  sound.     There  was  loss 
of  appetite,   wasting,    high   temperature,   and  night  sweats 
and  extreme  weakness.     When  the  treatment  was  started 
she  was  much  struck  with  the  improvement  within  the  first 
few  days— the  night  sweats  were  practically  stopped  and  the 
sputum  was  very  much  diminished ;  but  unfortunately  at  this 
stage,  in  giving  one  dose  very  quickly,  a  cough  was  brought 
on  which  started  a  haemorrhage  which  frightened  the  patient 
so   much  that  he   would  not  allow  another  injection   for  a 
week.      After  this   the   injections   were   resumed,   and   have 
been    kept    up    since.      The   sputum    has   now    very    much 
diminished,   being   about  IJ  oz.    in  the   twenty-four   hours, 
the  temperature  has  fallen,  and  all  the  other  symptoms  have  im- 
proved.    The  treatment  was  carried  on  for  ten  weeks.     The 
second  case  was  that  of  a  young  girl.     The  patient  consulted 
her  last  May  for  an  attack  of  pneumonia,  which  was  found 
difficult  to  treat.    A  slow  recovery  was  made  and  the  patient 
was    sent    to    the    country.      When    she    returned    she    had 
reduced  in  w^eight,  had  night  sweats,  loss  of  appetite,   and 
a  few  tubercle  bacilli  were  found  in  the  sputum.     Iodoform 
injections    were  immediately    started.     For   the   first^  three 
weeks  there  was  no  very  marked  improvement.     This  was 
attributed  to  a  low  blood-pressure.     Her  sputum,  from  being 
profuse,  has  now  diminished  to  less  than  a  drachm  in  the 
day.     Cough  was  very  slight.     She  still  suffers  from  emphys- 
ema, but  her  case  is  a  very  hopeful  one. 

Dr.  Drury  inquired  what  was  the  special  treatment  that 
was  considered  efficient  in  all  the  six  cases,  as  the  iodoform 
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and   tuberculin   treatment  appeared  to   have   gone   hand-iu- 
hand. 

Dr.  Meldon  tried  the  treatment  in  four  cases,  and  the 
conclusion  arrived  at  was  that  in  each  case  the  temperature 
came  down,  the  cough  lessened,  and  the  patients  appeared 
much  better.  The  treatment  appeared  to  be  efficacious,  and 
in  one  case  he  considered  the  result  very  good. 

Dr.  Nesbitt  said  he  had  tried  the  treatment  in  one  case 
and  found  it  did  well.  The  case  was  one  of  massive  con- 
solidation of  the  left  base  in  a  man  aged  thirty.  He  was 
taken  into  hospital  and  given  thirty-one  injections  of  iodo- 
form, and  after  three  months'  treatment  his  temperature 
had  returned  to  normal,  and  had  remained  so  since  Septem- 
ber last.  He  increased  in  weight,  lost  his  cough,  and  the 
sputum  (which  had  contained  numerous  tubercle  bacilli)  dis- 
appeared entirely,  although  the  pulse  did  not  react  as  he 
would  have  wished.  He  would  not  go  so  far  as  to  claim  this 
as  the  one  and  only  form  of  treatment,  but  there  was  little 
doubt  that  iodoform  did  benefit  his  patient.  Half-grain 
doses  were  given  in  plain  solution  of  ether,  and  the  patient 
found  no  bad  symptoms,  nor  did  he  object  to  it.  Other 
methods  might,  he  thought,  do  as  much  good,  but  he  felt 
quite  justified  in  trying  the  iodofonn  injections  in  further 
cases. 

Dr.  Dempsey  asked  were  the  cases  referred  to  average 
cases,  or  had  the  treatment  been  as  successful  or  less 
successful  than  other  treatments.  He  feared  that  the  cases 
brought  before  them  in  the  paper  were  high-water  mark 
ones. 

Dr.  Moorhead  was  impressed  with  the  favourable  records 
brought  forward  by  other  speakers,  but  Dr.  Nesbitt  touched 
one  very  important  point— f.c,  in  judging  any  treatment 
we  should  have  some  idea  of  the  history  of  the  disease.  It 
would,  he  thought,  be  admitted  that  in  the  natural  course  all 
cases  on  any  fomi  of  treatment,  and  even  those  not  being 
treated,  are  subject  to  considerable  variation,  and  it  was 
only  by  very  careful  comparison  with  a  very  large  number 
of  cases  one  could  form  an  opinion  of  the  value  of  a  par- 
ticular form  of  treatment.  He  could  not  help  feeling  sur- 
prised   that    phthisis    was    in    existence    at    all,    so    many 
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remedies  had  been  put  forw^ard.  Dioradin,  he  said,  had 
found  enthusiastic  supporters  in  France,  and  its  use  was 
continued  here  until  a  comparison  of  treated  and  untreated 
patients  had  been  made  in  England  which  showed  that 
dioradin  had  no  influence  one  way  or  the  other.  He  was 
very  much  struck  with  the  series  of  drugs  employed  in 
the  cases  reported,  and  he  was  at  a  loss  to  know  which  of 
them,  if  any,  had  a  beneficial  effect.  He  would  like  to 
know  if  a  patient  who  had  an  opportunity  of  having  first- 
class  sanatorium  and  climatic  treatment  consulted  Dr. 
Crofton  which  form  of  treatment  would  he  select  for  him — 
the  sanatorium  or  the  treatment  just  now  advocated. 

Dr.  M.  Hayes  said,  as  his  name  had  been  mentioned  as 
having  x-rayed  Dr.  Crofton's  patients,  he  would  like  to 
make  clear  his  conclusions.  The  first  was  a  case  of  en- 
larged mediastinal  glands,  and  the  patient  had  been  pre- 
viously operated  on  for  tubercular  glands  in  the  neck. 
Nothing  else  could  be  detected  but  these  enlarged  medi- 
astinal glands.  After  a  course  of  treatment  Dr.  Crofton  had 
her  examined  again,  and  there  was  a  distinct  diminution 
in  the  extent  of  the  glands. 

Dr.  Parsons  said  he  had  not  much  practical  experience 
of  treatment  with  iodoform.  He  was  aware  that  it  was 
nearly  thirty  years  since  it  was  first  introduced  and  some 
seven  or  eight  years  since  it  was  recommended-  by  Dewar, 
and  some  little  time  ago  a  circular  had  been  sent  round  to 
sanatoriums  asking — "  Have  you  any  experience  of  Dewar's 
method  of  treatment?  "  and  without  exception  all  the  replies 
were  in  the  negative.  He  had  a  little  experience  of  dioradin, 
as  nearly  twelve  months  ago  Dr.  Bemheim  had  sent  him  a 
supply,  which  he  gave  a  fair  trial,  and  the  conclusion  arrived 
at  was  that  dioradin  had  no  effect  on  the  patients  whatso- 
ever. It  had,  he  said,  been  claiined  that  it  produced  leuco- 
cytosis,  but  even  if  it  did  this  he  would  not  consider  it  of 
much  importance.  He  would  like  to  know  how  many  cases 
had  been  treated  with  iodoform,  so  as  to  ascertain  the  per- 
centage in  which  improvement  was  shown.  It  was  often 
found  that  cases  of  enlarged  glands  subsided  without  any 
treatment   at  all. 

Dr.  Coleman  said  he  thought  the  cases  naiTated  could  be 
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taken  to  prove  little.  The  great  difficulty  was  that  Dr. 
Crofton  had  not  inentioned  the  number  of  cases  in  which 
the  treatment  was  tried;  he  had  not  mentioned  any  bad  or 
fatal  results,  nor  had  he  said  anything  about  controls.  In 
order  to  derive  any  conclusions  from  the  effect  of  iodoform 
treatment  it  would  certainly  be  necessary  to  have  a  large 
number  of  cases  fully  set  out  and  the  same  number  of  con- 
trols, and  if  the  treatment  with  iodoform  then  showed 
marked  improvement  by  comparison  something  could  be 
said  for  iodoform. 

Dr.  Crofton,  replying  to  the  remarks,  said  that  every 
one  who  had  used  the  treatment  was  pleased  with  the 
results.  Iodoform  had  been  used  in  hundreds  of  cases 
without  any  fatal  result.  The  cases  reported  were  not 
specially  picked  ones,  but  were  ones  which  would  have 
been  considered  suitable  for  sanatorium  treatment.  With 
regard  to  the  dioradin  treatment,  he  had  seen  Dr.  Bern- 
heim's  cases  in  Paris  and  was  not  impressed  with  the  re- 
sults; but  he  considered  it  of  a  certain  amount  of  use  in 
cutting  short  colds.  He  wanted  to  emphasise  that  the  com- 
bination of  iodoform  and  specific  immunisation  was  the 
ideal  to  be  aimed  at.  With  regard  to  the  selection  of  sana- 
torium treatment  under  climatic  conditions  or  the  home 
treatment  as  indicated,  he  would  prefer  the  latter.  He  did 
not  think  he  would  use  controls  even  had  he  an  opportunity 
of  doing  so,  as  he  considered  the  cases  turned  out  by  sana- 
toriums  were  quite  sufficient  for  comparative  purposes.  He 
was  of  opinion  that  the  hope  of  the  future  was  in  the  pre- 
vention of  the  disease  and  not  the  cure,  and  to  make  the 
resistance  up  to  or  above  normal  would  be  the  best  pre- 
ventive. 


FOOT  AND  MOUTH  DISEASE  IN  MAN  : 
APHTHOUS  FEVEK. 

By  C.  M.  O'BEIEN,  M.D.,  L.E.C.P. ; 
Physician  to  City  Hospital  for  Diseases  of  Skin  and  Cancer,  Dublin. 

[Read  in  the  Section  of  Medicine,  January  31, 1913.] 

The  epidemic  of  foot  and  mouth  disease  in  cattle,  which 
swept  this  land  in  1912,  enables  me  thus  to  relate  my  first 
and  only  experience  of  this  malady  as  it  affects  mankind. 
Although  the  statement  at  first  sight  may  seem  somewhat 
paradoxical,  it  is  nevertheless  true  that  perhaps  the  most 
interesting  feature  associated  with  foot  and  mouth  disease 
in  man  is  the  paucity  of  relevant  bacteriological  literature. 

It  would  appear  that  the  first  reliable  record  of  foot  and 
mouth  disease  in  man  was  made,  in  1695,  by  Valentine,  of 
Hesse.  In  1834  three  Continental  veterinary  surgeons — 
Hertwig,  Mann,  and  Villain — while  investigating  the 
disease  in  cattle,  wished  to  know  if  it  were  communicable 
to  human  beings,  and,  as  an  experiment,  voluntarily  drank 
a  quart  each  of  the  milk  from  a  cow  suffering  from  the 
infection.  On  the  second  ,day  Hertwig  suffered  from 
fever,  headache,  and  itching  of  the  hands  and  fingers. 
Five  days  later  vesicles  appeared  on  the  fingers,  hands, 
tongue,  cheek,  and  lips.  Mann  and  Villain  developed 
vesicles  on  the  buccal  mucosa. 

In  1896,  during  an  outbreak  of  foot  and  mouth  disease 
in  Berlin,  several  instances  of  its  spread  to  man  were  re- 
ported and  unhesitatingly  confirmed  by  Virchow  after  an 
investigation,  which,  for  minuteness  and  completene.ss  of 
detail,  could  not  fail  to  influence  the  most  sceptical. 
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During  the  epidemic  in  1883  Sir  Charles  Cameron 
had  under  his  care  a  man  who  contracted  the  disease 
through  direct  inoculation.  The  patient  had  rash  on  both 
feet  and  hands,  which  developed  into  vesicles  later.  The 
throat,  lips,  and  mucous  membranes  also  showed  distinct 
vesicles.  About  the  same  time  Sir  Clifford  Allbutt  saw  the 
buccal  erujDtion  in  three  children  during  an  epidemic  of 
foot  and  mouth  disease  in  Yorkshire.  Cases  of  infection 
through  butter  made  from  infected  milk  are  on  record,  of 
which  the  following  is  a  good  illustration. 

On  the  18th  of  November,  1890,  a  veterinary  student  in 
Berlin  had  been  sent  a  packet  of  fresh  butter  made  from 
the  milk  of  cows  suffering  from  foot  and  mouth  disease. 
On  the  following  day  he  ate  some  of  the  butter  for  the 
first  time.  During  the  next  night  he  was  feverish,  and  on 
the  morning  of  the  20th  he  found  his  lower  lip  red,  swollen, 
and  covered  with  vesicles,  which  were  itchy.  Later  the 
vesicles  spread  to  the  buccal  mucosa.  Schneider  mentions 
cases  caused  by  infected  cheese,  and  Friedberger  cases 
from  buttermilk. 

Instances  of  infection  by  innoculation  have  been  ob- 
served, of  which  the  following  is  perhaps  the  most  interest- 
ing. As  it  presents  many  points  in  its  clinical  history 
which  resemble  those  in  the  subject  of  my  paper,  I  am 
induced  to  give  full  details  as  they  appear  in  the  Veterin- 
arian. The  patient  was  a  farmer  who  had  injured  one  of 
his  fingers  in  drenching  a  cow  suffering  from  foot  and 
mouth  disease.  The  wound  took  on  an  unhealthy  action, 
and  after  some  days  the  patient  was  taken  ill  with  a  cold, 
shivering  fit.  This  occurred  in  the  evening.  By  the 
following  morning  the  cold  fit  had  been  succeeded  by  fever. 
Twenty-four  hours  later  vesicles  formed  on  the  gums  and 
tono^ue. 
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Instances  of  transmission  of  the  virus  of  foot  and  mouth 
disease  from  lower  animals  to  man,  both  by  inoculation 
and  otherwise,  could  be  further  multiplied  if  time  allowed 
or  necessity  demanded,  but  I  feel  convinced  there  are  few, 
if  any,  serious  thinkers  amongst  us  to-day  who  entertain 
much  doubt  upon  this  particular  point.  For  myself,  I 
candidly  own  that  if  at  any  time  in  my  career  I  enter- 
tained the  least  doubt  as  to  the  transmission  of  foot  and 
mouth  disease  from  lower  animals  to  man  that  doubt  is 
dissipated  for  all  time  by  the  undermentioned  case,  notes 
of  which,  tout  ensemble,  constitute  a  clinical  picture  not 
easily  counterfeited. 

Case.— G.  J.  B.  consulted  me  in  my  study  on  August 
12th,  1912.  In  the  cause  of  science  he  now  permits  me  to 
publish  the  following : —Veterinary  Inspector,  Irish  Agri- 
cultural Department,  M.E.C.V.S.,  aged  thirty-five ;  married. 
Family  history  unimportant.  Personal  history. — Of  temperate 
habits;  had  scarlet  fever  at  the  age  of  ten,  otherwise  he 
always  enjoyed  very  good  health.  On  July  9th,  1912,  while 
in  discharge  of  his  duty  as  veterinary  inspector,  he  was  bitten 
by  a  sheep  on  the  index  finger  of  left  hand  while  examining 
the  beast  for  suspected  foot  and  mouth  disease  on  an  in- 
fected farm  at  Swords,  Co.  Dublin.  Having  applied  an  anti- 
septic dressing  to  the  wounded  finger,  and  used  a  thin  rubber 
finger-stall  as  an  additional  protection,  he  continued  his  daily 
examinations  without  intermission,  not  anticipating  any 
serious  results.  About  three  weeks  later  the  wound  appeared 
to  form  an  abscess,  to  which  the  patient  applied  an  abscess 
knife,  with  every  antiseptic  precaution.  No  pus  was  found, 
the  local  pain  and  tenderness  continued,  and  the  wound  did 
not  heal. 

As  his  colleagues  of  the  Department  were  all  fully  occu- 
pied coping  with  the  outbreak,  and  as  his  services  were 
badly  needed,  he  declined  to  he  up.  On  the  morning  of 
August  11th  redness  and  swelling  appeared  on  both  hands 
and  fingers,  accompanied  by  great  itching  of  the  parts,  with 
a  few  si-nall  raised  white  swellings  like   little   lumps  under 
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the  skin,  especially  around  the  nails.  By  night  time  slight 
itching  of  the  upper  part  of  both  feet,  accompanied  by  a  sen- 
sation of  pin-pricks  in  the  soles,  which  became  more  pro- 
nounced when  walking.  He  also  complained  of  feehng  out 
of  sorts  for  a  day  or  two  previously.  Bowels  confined,  slight 
headache,  loss  of  appetite,  and  colic-like  pains.  Having  re- 
ceived the  foregoing  particulars,  I  proceeded  to  examine  the 
patient,  a  well  set  up  man,  about  5  feet  8  inches  in  height, 
of  exceptionally  good  muscular  development ;  rather  younger 
in  appearance  than  stated  age.  The  fingers  and  dorsal  aspect 
of  both  hands  were  markedly  swollen,  and  covered  over  with 
a  dull,  reddish,  raised  rash,  which  stopped  short  somewhat 
abruptly  an  inch  above  wrists.  Examining  closely,  immature 
vesicles  were  observed  here  and  there  over  the  surface  of  the 
rash,  more  especially  in  the  clefts  between  the  fingers  and 
immediately  above  and  around  the  finger  nails.  Great  itch- 
ing over  this  region  was  complained  of.  On  removing  the 
dressings  from  the  injured  finger  the  edge  of  the  wound 
gaped,  and,  although  no  pus  exuded  on  pressure,  it  exhibited 
few  signs  of  healing.  There  was  no  perceptible  involvement 
of  the  lymphatic  glands.  Examination  of  the  throat  ex- 
hibited congestion  of  fauces,  with  some  vesicles.  Vesicles 
were  also  observable  on  the  inside  of  the  lips,  gums,  and  side 
of  tongue.  The  tongue  appeared  swollen  and  tender. 
Mastication,  deglutition,  and  talking  were  painful.  The 
saliva  was  increased;  the  voice  less  distinct  than  normal. 
The  temperature  registered  in  the  mouth  was  just  100°  F., 
and  never  exceeded  this  during  the  entire  illness.  The 
kidney  secretion  was  high-coloured,  acid;  specific  gravity 
1020;  sugar  and  albumen  absent.  The  heart,  lungs,  and 
other  organs  appeared  quite  normal.  The  patient  com- 
plained of  increasing  itchiness  over  dorsal  aspect  of  both 
feet,  but,  excepting  a  slight  redness  above  and  inside  both 
knees,  no  rash  was  perceptible  on  lower  extremities  at  this 
stage.  He  had,  however,  sensations  of  sharp  pin-pricks  over 
the  soles  of  both  feet,  rendering  locomotion  troublesome. 
Knee-jerks  normal,   ankle-jerks  present. 

Condition  of  'patient  on  August  IMh,  9  30  a.m. — Except- 
ing the  slight  rash  on  inside  of  thighs,  which  had  now  en- 
tirely   disappeared,    all    the    previous    symptoms    are    more 
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pronounced.  Vesicles,  fully  formed,  about  the  size  of  peas, 
on  lips,  tongue,  and  fauces.  Saliva  trickled  from  the  mouth. 
Swallowing  and  speaking  more  painful,  while,  in  addition, 
the  dorsal  aspect  of  both  feet  presented  a  rash  precisely 
similar  to  that  previously  described  on  the  hands.  The  rash 
extended  to  ankles,  stopping  short  at  this  point  on  both  feet. 
Vesicles  in  process  of  formation  are  also  observable  between 
the  clefts  of  the  toes  and  around  the  toe-nails.  Tempera- 
ture 99.5°  F. 

The  same  evening  the  patient  was  seen  by  Sir  Charles 
Cameron  in  consultation  with  me.  Vesicles  were  present  on 
throat,  side  of  tongue,  fauces,  and  inside  of  lips. 

The  contents  of  vesicles,  which  in  the  early  stage  was  clear, 
had  now  become  somewhat  turbid.  In  some  instances  the 
vesicles  on  mucous  membranes  had  coalesced  and  ruptured, 
leaving  small,  shallow  ulcers,  with  dark  red  bases.  Sir 
Chai'les  Cameron,  after  a  careful  examination  of  the  patient, 
said  the  case  presented  symptoms  precisely  similar  to  a  pre- 
vious case  of  foot  and  mouth  disease  in  man  which  he  met 
with  in  the  epidemic  of  1883.  Saliva  continued  to  trickle 
from  the  patient,  and  the  painful  swallowing  permitted  now 
of  his  taking  liquid  nourishment  only.  The  progress  of  the 
case  continued  without  much  alteration,  the  temperature 
remaining  between  99°  and  100°  F. 

On  August  15th  the  rash  on  the  hands  bega-n  to  fade, 
vesicles  ruptured,  and  further  vesication  ceased;  but  the 
soreness  of  the  throat  and  free  flow  of  saliva  continued  for 
some  days.  On  August  17th  Sir  Thomas  Myles  saw  the 
patient  in  consultation  with  Sir  Charles  Cameron  and  myself. 
This  was  the  seventh  day  of  the.  illness ;  fresh  vesicles  had  by 
this  time  ceased  to  appear,  and  only  the  remains  of  previous 
ones  were  in  evidence  on  the  throat,  lips,  and  on  both  feet. 
These,  with  the  copious  saliva  and  difficult  deglutition,  were 
the  only  data  to  guide  us  now. 

Thus  briefly  stated  is  the  clinical  history  of  my  case, 
and  although  I  can  claim  no  triumph  over  any  one  of  the 
many  mysteries  which  surround  its  bacteriology,  never- 
theless the  picture  painted  is  true  to  life,  which  fact  may 
condone  any  lack  of  originality. 
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It  is  agreed  that  neither  sex,  nor  age,  race  nor  class, 
affords  exemption  from  foot  and  mouth  disease.  It  is  also 
agreed,  thanks  to  the  research  and  logical  deductions  of 
Loe filer,  that  the  bacillus,  virus,  or  whatever  it  should  be 
termed,  which  causes  foot  and  mouth  disease,  is  suffi- 
ciently small  to  allow  of  its  passage  through  the  finest 
porcelain  filter,  and  to  elude  the  most  powerful  micro- 
scope. 

In  conclusion  I  take  this  opportunity  of  expressing  my 
thanks  for  his  advice  to  Sir  Charles  Cameron,  who  is,  I 
believe,  the  only  medical  man  who  has  seen  two  cases  of 
this  disease  in  man.  To  Sir  Thomas  Myles,  also,  I  am 
indebted,  and  to  Dr.  T.  T.  O'Farrell,  Bacteriologist  to  the 
City  Skin  Hospital,  who  carried  out  the  pathological  ex- 
aminations for  me.  And  my  thanks  are  in  an  especial 
manner  due  to  my  former  patient,  who,  in  the  cause  of 
veterinary  and  medical  science,  has  permitted  me  to  bring 
this  case  before  the  Academy — the  first  of  its  kind,  I 
believe,  to  be  published  in  these  countries. 


Professor  Mettam  said  that  the  possibility  of  infection 
in  man  was  well  known  for  the  past  couple  of  hundred  years. 
The  first  authentic  case  of  foot  and  mouth  disease  occurring 
in  man  was  recorded  about  the  middle  of  the  eighteenth 
century,  and  since  then  from  time  to  time  similar  cases 
have  been  reported.  The  incidence  of  the  disease  was  much 
greater  on  the  Continent  than  in  these  islands,  and  it  was 
most  formidable  in  Eussia  and  France.  That  the  disease 
does  occur  in  man  there  could  be  little  doubt.  There  was 
a  case  on  record  in  which  the  disease  was  produced  in  a 
calf  by  inoculation  with  the  pus  taken  from  a  vesicle  on  a 
boy.  In  1880  there  was  a  large  outbreak  amongst  persons 
in  Dover  who  had  consumed  the  milk  of  cows  suffering 
from  foot  and  mouth  disease,  and  at  the  time  it  was  noticed 
that  the  incidence  of  the  disease  was  greater  amongst  those 
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who  had  used  the  cream.  He  referred  to  the  difficulty  experi- 
enced in  the  diagnosis  of  this  disease  where  the  germ  is  not 
known,  and  pointed  out  that  no  observer  had  yet  succeeded 
in  isolating  the  germ  that  gave  rise  to  foot  and  mouth 
disease ;  but  that  it  was  of  a  very  virulent  nature  was  certain, 
as  a  300th  part  of  a  c.c.  of  the  pus  taken  from  a  vesicle  was 
capable  of  setting  up  a  lesion  in  cattle.  In  cattle  the  lesions 
were  typical,  and  there  was  very  little  difficulty  in  arriving 
at  a  diagnosis.  The  vesicles  came  up  quickly  and  rapidly 
broke,  leaving  the  corium  exposed.  Animals  affected  with 
the  disease  exhibit  a  good  deal  of  pain.  Lesions  often  occur 
in  the  mammary  gland,  and  it  was  probably  in  this  way  that 
the  infection  was  carried  to  the  milk.  The  disease  was  not 
very  serious  from  the  point  of  view  of  mortality  amongst 
oxen,  as  it  was  found  that  the  death-rate  amounted  to  only 
about  1  per  cent.,  but  there  was  a  rapid  loss  of  condition 
which,  together  with  the  loss  of  market,  accounted  for  the 
dread  with  which  the  farmers  looked  on  the  disease. 
Kef  erring  to  the  period  of  incubation,  which  in  the  case  just 
reported  was  said  to  be  about  eight  days,  the  period  of  in- 
cubation in  the  lower  animals  was  generally  given  as  from 
two  to  four  days.  It  was  found  that  as  soon  as  the  vesicles 
ruptured  the  temperature  goes  down  and  the  lesions  rapidly 
heal.  Within  a  week  or  so  there  is  an  epithelial  covering  to 
the  corium,  and  as  soon  as  this  takes  place  infection  has 
passed.  Had  he  seen  Dr.  O'Brien's  patient  he  would  have 
been  in  a  position  to  give  an  opinion  as  to  whether  it  was 
like  the  disease  in  the  lower  animals. 
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A  CASE  OF  JUVENILE  TABES. 

By  T.  GILLMAN  MOOEHEAD,  M.D.,  F.E.C.P.I. ; 
Physician,  Royal  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Medicine,  January  31,  1912.] 

The  following  case  of  tabes  dorsalis  occurring  in  early  life, 
and  probably  the  result  of  inherited  specific  disease,  ia 
worthy  of  record,  even  though  the  term  "  juvenile  tabes  " 
may  not  be  strictly  applicable.  In  most  cases  of  the 
juvenile  type  the  first  appearance  of  symptoms  has  taken 
place  in  childhood,  but  as  far  as  the  type  of  the  disease  is 
concerned  the  mere  accident  of  commencing  a  few  years 
earlier  or  later  seems  to  make  little  difference. 

Case. — The  patient,  a  girl,  aged  twenty-two,  engaged  in 
clerical  work,  was  first  seen  in  November,  1912,  by  Dr. 
E.  de  C.  Wheeler,  who  diagnosticated  the  condition  and  sent 
her  to  me  for  observation  in  hospital.  She  had  consxdted  Dr. 
Wheeler  for  pains  in  the  legs,  which  she  regarded  as  rheu- 
matic in  origin,  and  for  unsteadiness  in  walking.  These 
symptoms  had  first  become  noticeable  about  eight  months 
previously,  and  had  latterly  become  so  troublesome  that  she 
had  given  up  out-of-door  exercise  owing  to  her  objection  to 
being  seen  staggering  about.  No  definite  family  history  of 
specific  disease  could  be  obtained.  Her  mother  is  alive 
and  well ;  her  father  died  about  ten  years  ago  following  an 
operation  for  amputation  of  the  leg.  The  amputation  was 
stated  to  have  been  performed  owing  to  the  existence  of  a 
chronic  ulcerous  condition  of  the  ankle  and  leg.  The  patient 
has  two  brothers  and  one  sister.  The  brothers  are  both 
younger  than  herself;  one  of  them  is  subject  to  epilepsy,  and 
the  other  has  been  troubled  for  years  with  a  purulent  nasal 
discharge.      The   sister  older   than   the   patient  is   in   good 
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health.  The  only  member  of  the  family  whom  I  was  able  to 
see  apart  from  the  patient  herself  was  the  mother,  and  she 
professed  entire  ignorance  when  questioned  on  the  possi- 
bility of  either  her  husband  or  herself  having  had  specific 
disease.  She  had  had  miscarriages,  but  was  indefinite  as  to 
their  number.  Most  careful  inquiry  into  the  personal  history 
of  the  patient  failed  to  elicit  any  fact  that  would  suggest  that 
she  might  have  suffered  from  acquired  syphilis.  There  was 
no  history  of  illness  in  early  life  such  as  might  suggest  acci- 
dental infection,  and  as  the  hymen  was  intact  at  the  time  of 
examination  a  genital  origin  of  the  disease  can  almost  cer- 
tainly be  excluded.  The  patient  was  most  emphatic  in  her 
denial  of  the  possibility  of  such  an  infection  taking  place. 
No  signs  of  old  congenital  specific  disease  were  observed,  but 
unfortunately  the  upper  front  teeth  had  all  been  extracted, 
and  so  the  possible  sign  in  them  was  unavailable.  A  year 
before  the  pains  and  unsteadiness  in  gait  were  noticed  there 
had  been  for  a  short  time  some  incontinence  of  urine  and 
slight  difficulty  in  emptying  the  bladder.  This  was  probably 
the  first  symptom  of  the  disease,  and  occurred  when  the 
patient  was  twenty-one. 

On  examination  in  hospital  the  girl  presented  the  typical 
phenomena  of  rather  early  tabes  dorsalis.  Her  gait  was 
decidedly  ataxic,  a  marked  Komberg  sign  was  present, 
knee-jerks  and  ankle-jerks  were  completely  absent,  the 
Argyll-Eobertson  pupil  was  present,  and  the  pains  com- 
plained of  were  of  a  typical  lightning  character.  Slight 
dulling  of  tactile  sensibility  was  noticed  in  the  lower  third  of 
both  legs.  There  was  no  optic  atrophy,  and  indeed  no 
retinal  change.  No  other  abnormalities,  visceral  or  other- 
wise, were  detected.  A  lumbar  puncture  was  refused,  but  a 
Wassermann  blood  test,  carried  out  on  two  occasions,  gave 
a  full  positive  result.  An  intravenous  injection  of  .4  gramme 
salvarsan  was  given,  and  a  fortnight  subsequently  the 
Wassermann  test  was  negative.  It  has  not  since  been  tested. 
During  the  last  few  days  gastric  pain  of  the  nature  of  gastric 
crises  has  been  complained  of. 

While  admitting  that  it  is  practically  impossible  to  ex- 
clude with  certainty  the  possibility  of  acquired  syphilis  m 
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any  given  case,  I  feel  that  it  is  almost  certainly  excludable 
in  this  case.  The  presence  of  a  full  positive  Wassermann 
test  is  of  extreme  interest.  Very  few  patients  who  have 
suffered  from  congenital  syphilis  have  had  their  blood  sub- 
jected to  this  test  in  adult  life,  but  as  most  infants  born  of 
syphilitic  parents  give  a  positive  reaction  in  early  life  it  is, 
I  think,  fully  conceivable  that  congenital  syphilis,  mild, 
possibly  latent,  and  certainly  untreated,  should  give  rise 
to  a  positive  Wassermann  test  in  adult  life,  and  at  the 
same  time  produce  undoubted  tabes  dorsalis.  Should, 
however,  it  be  judged  by  others  that  the  record  of  the  case 
is  in  itself  conclusive  in  favour  of  acquired  syphilis,  it  is,  I 
think,  none  the  less  of  interest  from  its  early  development 
and  from  the  sex  of  the  patient. 


Dr.  0 'Kelly  said  that  he  had  not  seen  any  bad  results 
from  the  repeated  use  of  salvarsan  in  cases  of  locomotor 
ataxy,  provided  it  was  given  in  small  doses.  He  thought 
there  was  no  difficulty  whatever  in  doses  of  .1  gram.  With 
regard  to  the  girdle  pains  these  were  frequently  found  after 
the  administration  of  salvarsan,  and  it  was  suggested  that 
the  condition  might  be  caused  by  an  inflammatory  reaction 
set  up  by  the  spirochaete  being  set  free. 

Dr.  Crofton  referred  to  a  case  of  keratitis  in  which  spinal 
symptoms  developed  after  the  second  dose  of  "606,"  but 
on  the  third  dose  being  given  these  symptoms  cleared  up. 
He  knew  of  a  case  of  tabes  in  which  the  symptoms  were 
very  intense,  but  almost  entirely  disappeared  after  a  course 
of  sulphur  baths. 

The  President  asked  if  any  one  present  had  experience 
of  intravenous  injections  of  mercury  on  the  same  lines  as 
salvarsan.  He  thought  they  w^ould  be  worth  trying  in  cases 
where  there  was  any  doubt  about  the  use  of  "  606."  There 
was  no  evidence  that  a  large  dose  of  mercury  had  very  much 
effect  on  the  nerve  centres,  and  it  might  have  a  destructive 
effect  on  the  spirochaete. 
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Dr.  Moorhead,  in  replying,  said  he  did  not  think  that 
repeated  doses  of  "  606  "  were  of  much  use,  and  he  had 
come  to  the  conclusion  that  doses  of  .1  gram  were  entirely 
useless.  He  noticed  that  the  tendency  now  with  regard  to 
the  administration  of  salvarsan  was  towards  larger  doses. 
He  was  contemplating  a  further  dose  of  .4  gram  for  this 
patient,  and  she  was  anxious  to  have  it. 
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THE  CCELIAC  AFFECTION. 

By  HENEY  C.  DKUEY,  M.D.,  Dubl.,  F.K.C.P.I.  ; 
Physician  to  Sir  Patrick  Dun's  Hospital,  Dublin. 

[Kead  in  tlie  Section  of  Medicine,  February  28,  1913] 

In  September,  1912,  a  little  girl,  aged  three  and  a  half 
years,  was  sent  from  the  country  to  Sir  Patrick  Dun's 
Hospital  to  be  under  my  care.  I  was  away  for  a  holiday 
at  the  time,  and  my  colleague,  Dr.  Watson,  kindly  looked 
after  her  till  my  return.  The  history  we  obtained  was 
that  for  many  weeks  past  she  had  been  subject  to  attacks 
of  diarrhoea,  which  resisted  treatment  and  had  been 
becoming  more  frequent,  till  it  became  almost  constant. 
She  had  wasted  greatly,  and  had  become  weak  and  list- 
less. When  I  took  over  the  case  she  had  been  in  hospital 
about  ten  days.  The  diarrhoea,  as  such,  had  been  checked, 
but  she  was  far  from  well.  There  had  been  no  febrile  dis- 
turbances since  her  admission.  She  was  thin,  but  not 
emaciated.  Her  face  was  plump,  and  the  colour  of  her 
cheeks  rather  high,  so  that  as  she  lay  covered  up  in  bed 
she  looked  very  well.  However,  she  lay  quiet  and 
apathetic,  not  speaking,  nor  playing  with  toys,  nor  with 
other  children.  We  were  told  that  previously  she  had 
been  very  bright  and  lively,  and  fond  of  singing  to  her- 
self. She  slept  well,  and  ate  everything  given  to  her,  and 
wanted  more.  She  never  vomited.  The  urine  was 
healthy  and  normal  in  appearance.  The  lungs  and  heart 
were  quite  healthy.  Her  limbs,  though  not  very  thin, 
were  flabby  and  soft.  No  tenderness  was  elicited  any- 
where.     The    abdomen    was    greatly    distended.      This 
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appeared  to  be  due  entirely  to  flatulence.  It  was  tense, 
but  painless,  and  even  deep  palpation  did  not  elicit  any 
sign  of  discomfort.  On  some  mornings  the  abdomen 
would  be  found  much  less  distended,  but  even  then  pal- 
pation yielded  no  fresh  information.  No  effusion  was 
found  at  any  time.  The  bowels  moved  three  or  four  times 
in  the  twenty-four  hours.  This,  and  the  character  of  the 
stools,  arrested  attention,  and  made  me  aware  that  I  was 
dealing  with  something  I  had  never  met  with  before. 
Bach  motion  was  very  copious— larger  than  one  would 
expect  for  such  a  child  as  its  single  evacuation  for  the 
whole  twenty-four  hours.  The  motion  was  in  appearance 
and  consistence  just  like  porridge,  but  whiter— the  colour, 
in  fact,  of  the  china-clay  stool  of  a  person  with  com- 
plete obstruction  to  the  flow  of  bile.  The  odour  was  quite 
unnatural  and  extremely  disgusting.  The  motion  was 
only  slightly  frothy,  and  that  not  always,  but  when  passed 
a  great  deal  of  flatus  was  released  with  it.  There  was  no 
obvious  mucus  to  be  seen  in  the  stool  unless  an  aperient 
had  been  given.  Various  changes  of  diet  were  tried ,  various 
mild  purgatives  were  given,  without  producing  the  least 
change,  except  that  usually  after  a  purgative  one  motion 
would  contain  some,  but  not  a  great  deal  of,  mucus.  Sali- 
cylate of  bismuth  in  10  gr.  ,doses,  thrice  daily,  with  an 
extra  dose  after  a  motion,  had  a  decided  effect  in  lessening 
the  number  of  stools,  making  them  more  solid,  reducing 
the  footor,  and  lessening  the  distension  of  the  abdomen; 
but  as  they  blackened  the  faeces  one  could  not  judge 
whether  they  were  doing  any  further  good.  When 
stopped,  as  soon  as  the  blackened  fseces  ceased,  there  was 
a  yellowish  colour  seen  in  them  for  the  first  time ;  but  as 
the  more  correct  treatment  was  just  then  found  and 
adopted  no  further  trial  of  that  drug  was  made. 
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A  motion  was  sent  to  the  laboratory  to  see  if  any  light 
could  be  thrown  on  the  condition  there.  It  was  reported 
that  there  was  no  excess  of  fat,  but  we  got  no  further  help 
from  that  source.  We  had  purposely  stopped  all  fats 
except  that  derivable  from  milk.  No  blame  is  attributable 
to  the  laboratory  authorities  for  the  negative  result  of 
this  examination,  as  we  could  not  give  them  any  indication 
as  to  what  they  were  to  report  on,  and  did  not  expect  them 
to  set  up  a  roving  commission  on  the  character  of  the  fseces. 

Week  after  week  the  child  continued  in  much  the  same 
state,  no  better,  no  worse;  just  maintained  her  weight  or 
lost  a  few  ounces ;  lay  quiet,  apathetic,  and  uncomplain- 
ing, slept  well  and  ate  all  she  could  get. 

Meantime  I  had  searched  all  the  books  I  could  lay  hold 
of  for  a  description  of  any  similar  condition,  but  without 
success.  Mentioning  the  case  briefly  to  my  encyclopedic 
friend,  Dr.  Moorhead,  he  said  he  thought  he  remembered 
a  similar  disorder  mentioned  somewhere  as  "  coeliac 
disease."  I  renewed  my  hunt  with  increased  hope,  but 
with  no  increased  success.  Amongst  those  authorities 
consulted  was  my  own  edition  of  "  Osier's  Practice  of 
Medicine,"  which  I  confess  is  rather  old.  Dr.  Moorhead 
then  helped  me,  and  ran  it  to  earth  in  one  of  the  more 
recent  editions  of  Osier.  The  following  is  the  brief  refer- 
ence there  found  : — 

"The  C celiac  Affection.—JJnder  this  heading  Gee  has 
described  an  intestinal  disorder,  most  commonly  met  with 
in  children  between  the  ages  of  one  and  five,  characterised 
by  the  occurrence  of  pale,  loose  stools,  not  unlike  gruel  or 
oatmeal  porridge.  They  are  bulky,  not  watery,  yeasty, 
frothy,  and  extremely  offensive.  The  affection  has  re- 
ceived various  names,  such  as  diarrhoea  alba  or  diarrhcea 
chylosa.     It  is  not  associated  with  tuberculosis  or  other 
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hereditary  disease.  It  begins  insidiously,  and  there  are 
progressive  wasting,  weakness,  and  pallor.  The  belly 
becomes  doughy  and  inelastic.  There  is  often  flatulency. 
Fever  is  usually  absent.  The  disease  is  lingering,  and  a 
fatal  termination  is  common.  So  far  nothing  is  known 
of  the  pathology  of  the  disease.  Ulceration  of  the  intes- 
tine has  been  met  with,  but  it  is  not  constant." 

To  this  concise  and  graphic  account  there  is  little  to  be 
added,  but  the  prognosis  suggested  was  distinctly  dis- 
couraging, and  treatment  nil.     It  exactly  fitted  my  case. 

Dr.  Moorhead  also  said  that  he  thought  he  remembered 
Dr.  Finny  speaking  of,  or  lecturing  about,  such  a  case. 
I  forthwith  went  to  Dr.  Finny,  and  again  found  the  in- 
formation quite  correct.  Dr.  Finny  very  kindly  gave  me 
every  assistance,  describing  his  case,  and  going  fully  into 
the  treatment  successfully  used  by  him,  and  afterwards 
adopted  with  like  success  by  me.  He  further  told  me  I 
would  find  all  about  it  in  Eustace  Smith's  "Diseases  of 
Children."  As  I  had  this  in  my  own  bookshelves,  and 
had  searched  it,  I  felt  rather  humbled,  but  with  his  help 
I  located  it  in  the  chapter  on  "  Inflammatory  Diarrhoea," 
under  the  sub-head  ' '  The  chronic  form  of  intestinal 
catarrh."  There,  however,  he  is  somewhat  discursive, 
and  I  do  not  think  he  had  recognised  this  condition  as  a 
special  entity.  All  the  symptoms  that  I  have  mentioned 
are  given,  but  also  a  great  many  more  which  we  are 
familiar  with  in  other  forms  of  intestinal  disorder. 
Neither  is  his  treatment  as  explicit  as  that  given  by  Dr. 
Finny,  and  as  laid  down  by  Gee.  With  this,  however,  I 
had  to  be  content,  as  I  had  not  yet  found  Gee's  article, 
nor  did  I  till  much  later. 

Gee's  original  description  of  this  interesting  disorder 
will  be  found  in  "  St.  Bartholomew's  Hospital  Reports," 
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Vol.  24,  1888,  page  17.  He  there  calls  it  "The  Coeliac 
Affection,"  and  his  account  agrees  in  all  essential  points 
with  that  of  the  case  I  have  related,  which  was  written 
before  I  had  seen  his  paper.  He  tells  us  that  it  is  some- 
times met  with  in  adults  who  have  returned  from  India — 
there  the  name  "  diarrhoea  alba  "  is  applied  to  it — but  it 
is  seldom  met  with  in  adults  who  have  never  left  this 
country.  It  is  sometimes  called  "  diarrhoea  chylosa," 
which  seems  to  mean  that  the  ffeces  consist  of  chyle  un- 
absorbed — there  is  no  support  for  this  idea.  It  is  one  of 
the  several  diseases  popularly  called  ' '  consumption  of  the 
bowels,"  from  the  fact  that  the  tendency  is  for  the  patient 
to  gradually  waste  away. 

The  cause  is  most  obscure — strong,  healthy  children  are 
attacked  just  as  often  as  the  weakly.  Errors  of  diet  can 
hardly  suffice  to  explain  it,  else  why  should  one  child  in 
a  family  of  several — all  brought  up  the  same  way — be 
alone  attacked?  "  Naked  eye  examination  of  dead 
bodies,"  he  says,  "  throws  no  light  on  the  nature  of  the 
coeliac  affection,  nothing  unnatural  can  be  seen  in  the 
stomach,  intestine,  or  other  digestive  organs." 

"  The  patient  wastes  more  in  the  limbs  than  in  the  face, 
which  often  remains  plump  until  death  is  nigh.  In  the 
limbs  emaciation  is  more  apparent  to  hand  than  eye,  the 
flesh  feeling  soft  and  flabby."  This  was  certainly  so  in 
my  case.  He  tells  us  that  during  recovery  "  a  peculiar 
weakness  of  the  legs  remains  long  after  all  other  tokens  of 
the  disease  have  passed  away  which  shows  itself  in  that 
the  child  is  unable  to  jump."  "  The  course  of  the  disease 
is  always  slow — whether  the  patient  live  or  die  he  lingers 
on  for  months  or  years."  "  While  the  disease  is  active, 
children  cease  to  grow ;  even  when  it  tends  slowly  to  re- 
coverv  thev  are  left  frail  and  stunted." 
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The  treatment,  in  a  word,  is — stop  all  milk  and  carbo- 
hydrate food,  and  feed  entirely  on  raw  meat  and  meat 
extracts.  Within  two  or  three  days  of  the  adoption  of 
this  line  of  treatment  the  stools  began  to  assume  the  ordi- 
nary colour;  they  were  smaller  in  quantity  and  number, 
but  were  even  more  offensive  than  before.  This,  how- 
ever, gradually  subsided.  The  abdomen,  too,  became  less 
and  less  distended,  and  finally  quite  normal  in  appear- 
ance. The  child's  general  condition  remained  just  the 
same — dull,  apathetic,  silent,  taking  no  interest  in  any- 
thing, and  not  gaining  in  weight.  After  some  weeks  of 
this,  but  no  further  progress,  we  tried  to  add  some  carbo- 
hydrate to  her  diet,  and  began  with  one  teaspoonful  of 
a  malted  starchy  food,  daily;  this  agreed  quite  well,  and 
was  continued  for  a  week ;  then  a  teaspoonful  twice  a  day 
was  given,  but  immediately  there  was  a  slight  febrile  dis- 
turbance and  free  diarrhoea.  The  malted  food  was  at  once 
stopped,  though  we  were  not  sure  whether  it  was  the 
cause  of  the  disturbance  or  not.  Later,  the  teaspoonful 
was  again  given  and  continued;  then  a  little  more  toast, 
without  bad  result,  and  with  this  we  were  content  for  a 
long  time.  Under  this  she  began  to  put  up  weight,  to 
show  more  life,  beginning  to  talk,  sing,  play  with  toys 
and  other  children,  and  so  went  on  till  she  became  quite 
normal  in  these  respects.  A  little  milk  was  tried,  but  at 
once  she  got  diarrhoea  with  mucus  in  stools,  and  it  was 
stopped.  It  seems  evident  that  a  very  prolonged  absti- 
nence from  milk  and  excess  of  carbohydrate  food  will  be 
necessary  before  a  complete  and  permanent  cure  is 
accomplished. 

The  dietary  in  this  case  consisted  daily,  during  the  first 
fortnight,  of  a  few  very  thin  pieces  of  toast,  with  4  oz.  of 
finelv-shredded  lean  meat  or  fish,  with  beef  tea,  chicken 
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broth,  water.  The  meat  was  gradually  increased  to  8  oz. 
and  then  12  oz.  Sometmies,  for  variety,  some  red  currant 
jelly  was  given  with  the  meat.  Later  the  meat  was  lightly 
cooked,  and  later  still  more  fully  cooked.  The  toast  was 
given  throughout  chiefly  as  a  medium  for  administering 
the  meat.  There  was  no  trouble  at  all  in  getting  the  child 
to  take  this  diet,  and  though  previously  she  ate  much 
more,  she  seemed  just  as  satisfied  with  the  greatly  re- 
duced bulk  of  the  new  diet.  The  chief  difficulty  seems  to 
be  to  get  the  patient  gradually  on  to  ordinary  diet  and  to 
know  when  to  begin  to  try  to  do  this.  One  can  only  ex- 
periment, watching  very  carefully,  and  being  ready  to 
stop  at  once  anything  that  seems  to  disagree.  She  seemed 
to  remain  iij  statu  quo  as  long  as  she  was  on  the  purely 
meat  diet,  but  when  we  began  to  slowly  increase  her 
carbohydrate  food  she  gradually  began  to  enliven  up  and 
very  slowly  to  put  on  weight.  She  left  quite  well^  having 
put  on  over  one  stone  in  weight,  her  parents  being  warned 
of  the  possibility  of  tape-worm  in  the  future. 

Gee  is  very  definite  as  to  treatment.  He  says  : — "  To 
regulate  the  food  is  the  main  part  of  treatment.  Cow's 
milk  ...  is  not  only  not  suited  for  children  suffer- 
ing from  that  disease,  but  is  the  least  suited  kind  of  food 
for  them.  Nothing  more  certain  than  that  coeliac  chil- 
dren cannot  digest  the  hard  curd  of  ruminants'  milk. 
.  The  allowance  of  farinaceous  food  must  be 
small.  .  .  ,  Malted  food  is  better,  also  rusks  or  bread 
cut  thin  and  well  toasted  on  both  sides.  No  kind  of  fruit 
or  vegetables  may  be  given,  except  a  tablespoonful  of 
well-boiled,  mealy  potatoes,  mashed  or  rubbed  through  a 
sieve.  Mutton  and  beef,  raw  or  very  under-done,  pounded 
and  rubbed  through  a  wire  sieve,  should  be  given  at  the 
rate   of   four   to   six    tablespoonfuls   daily.     .     .     .      For 
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drugs,  carbonate  of  bismuth  and  aromatic  chalk  powder 
may  be  prescribed;  also  a  small  dose  of  compound  de- 
coction of  aloes  now  and  then.  But  if  the  patient  can  be 
cured  at  all  it  must  be  by  means  of  diet." 

In  an  old  work—"  The  Study  of  Medicine,"  in  5  vols., 
by  John  Mason  Good,  M.D.,  F.K.S.,  1825— the  author 
says  :_"  The  disease  of  the  digestive  function  form  the 
first  class  in  the  nosological  system  about  to  be  unfolded, 
and  to  these,  from  the  Greek  term  KoiXia,  "  alvus," 
"venter,"  or  "the  lower  belly,"  I  have  applied  the 
classic  name  of  "  coeliaca."  This  would  appear  to  be  the 
origin  of  Gee's  name  for  the  disorder. 

I  regret  that  I  have  nothing  original  to  offer  in  this 
communication.  I  have  no  theory  even  to  suggest  as  to 
the  origin  or  nature  of  the  affection.  I  made  no  improve- 
ment on  the  treatment  recommended  by  Dr.  Finny,  nor 
does  it  seem  to  require  any.  From  my  observation  it 
would  appear  that  milk  has  a  more  prejudicial  effect  than 
other  forms  of  diet,  why  I  cannot  conceive,  and  am  not 
at  all  positive  that  the  observation  is  correct.  Eustace 
Smith,  however,  mentions  it  as  something  to  be  specially 
avoided,  and  Dr.  Finny  also  warned  me  against  it.  Gee  is 
positive. 

Often  I  have  met  with  children  suffering  from  mild 
gastro-intestinal  derangement,  but  without  any  trace  of 
jaundice,  in  which  for  a  few  days— never,  I  think,  ex- 
ceeding seven — the  motions  were  white  and  offensive. 
But  these  cases  recovered  by  ordinary  simple  means  in 
the  short  time  mentioned,  and  without  extra  trouble. 
Never  before  had  I  seen  a  case  presenting  the  features  of 
the  one  I  have  related,  so  I  considered  it  was  worthy  of 
bringing  it  under  your  notice,  especially  as  the  prognosis 
seems  to  be  bad  unless  the  correct  treatment  is  adopted, 
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and  the  treatment  when  adopted  appears  to  be  eminently 
satisfactory. 


Dr.  Finny  said  that  the  record  of  the  case  was  of  the 
greatest  interest  to  him.  Coehac  disease,  he  pointed  out, 
was  so  far  free  from  all  pathological  definition,  but  the  idea 
that  it  was  a  cataiTh  of  the  duodenum  and  upper  ileum 
seemed  to  be  the  most  likely.  The  condition  was  very  rare, 
and  in  his  long  experience  he  had  only  a  record  of  three 
cases.  The  first  case  he  had  was  the  one  which  he  men- 
tioned to  Dr.  Drury  when  the  latter  consulted  him  about  his 
case.  The  patient  was  a  fine  boy  of  from  two  and  a  half  to 
three  years  old,  who  was  said  to  be  sweet-tempered,  but 
this  he  attributed  to  the  fact  that  he  was  taking  no  notice 
of  what  was  going  on  around  him.  His  abdomen  was 
doughy,  his  motions  were  as  large  as  those  of  an  adult,  and 
he  had  several  of  them  in  the  day.  He  would  sit  in  whatever 
position  he  was  put,  and  never  ask  to  be  removed,  and  he 
appeared  to  have  difficulty  in  moving  his  lower  limbs,  but 
he  was  in  no  way  paralysed.  Smith's  method  of  treatment 
was  adopted,  all  milk  was  stopped,  and  a  meat  diet  substi- 
tuted, and  the  recovery  was  very  rapid,  as  it  was  only  two  or 
three  months  before  the  child  got  back  to  ordinary  diet.  Two 
other  cases  similarly  treated  also  made  satisfactory  re- 
coveries. He  never  met  with  a  case  in  his  hospital  practice, 
and  he  wondered  if  the  disease  was  peculiar  to  well-fed 
children. 

Dr.  0 'Kelly  gave  particulars  of  the  case  of  a  fellow- 
student  which  came  under  his  notice  which  in  some  ways 
corresponded.  He  said  that  whenever  this  young  man  took 
milk  he  invariably  had  a  tendency  to  diarrhoea;  the  stools 
became  white,  and  there  was  loss  of  flesh.  When  milk  was 
discontinued  the  condition  disappeared. 

Dr.  Nesbitt  said  before  coming  to  the  meeting  he  had 
no  idea  of  what  the  title  of  the  paper,  coeliac  disease, 
meant.  He  was  much  interested  in  the  clinical  description 
given.  He  thought,  however,  that  Dr.  Drury  might  have  gone 
further  in  dealing  with  the  case.  From  the  description  it  is 
difficult  to  pick  up  accurately  the  facts,   but  the  character 
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of  the  motions  would  lead  one  to  suppose  that  the  trouble 
was  the  defective  digestion  of  the  carbohydrates  and  fats, 
and  treatment  with  pure  proteid  would  bear  out  this  view. 
He  suggested  that  there  might  have  been  an  absence  of 
pancreatic  secretions.  He  thought  that  if  any  light  was  to 
be  thrown  on  the  case  a  very  full  examination  of  the  stools 
was  absolutely  essential,  and  not  only  would  fat  have  to  be 
looked  for,  but  fatty  acids.  He  could  not  make  any  sugges- 
tion as  to  the  cause  of  the  absence  of  the  secretions,  but  it 
appeared  to  him  to  be  more  in  the  nature  of  temporary 
absence  of  bile. 

The  President  said  he  had  experience  of  a  case  of  a  little 
boy  aged  two  and  a  half  years.  He  was  not  confined  to  bed, 
but  presented  a  very  curious  picture,  with  a  pink  and  white 
complexioned  face,  Httle  thin  legs  supporting  a  huge,  almost 
spherical  body.  At  that  age,  and  with  a  history  of  having 
been  brought  up  on  artificial  food,  he  though  it  was  a  case 
of  rickets,  but  eventually  the  idea  of  getting  a  name  for  the 
condition  was  given  up,  and  no  infoi-mation  could  be  ascer- 
tained. The  little  patient  was,  however,  put  on  a  minced 
meat  diet,  much  the  same  as  that  indicated  by  Dr.  Finny, 
the  meat  being  rubbed  down  and  given  on  extremely  thin 
toast  and  agreeably  flavoured  with  currant  jelly.  On  this 
treatment  the  child  got  well,  but  the  treatment  had  to  be 
renewed  from  time  to  time,  as  he  took  farinaceous  food.  He 
was  afterwards  called  on  to  treat  the  child  for  tape- worm. 
This  was  the  second  case  that  he  had  seen  of  tape-worm 
following  raw  meat  treatment. 
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A  CASE  OF  TABES  DOESALTS  (?)  WITH  SPINAL 

LESION. 

By  FEANCIS   C.   PUESEE,    M.D.; 

Assistant  Physician,  Kichmond,  Whitworth  and  Hardwicke  Hospitals, 

Dublin. 

[Read  in  the  Section  of  Medicine,  February  28,  1913.] 

This  case  seems  worthy  of  record  as  the  cHnical  signs  are 
fairly  definite  and  are  such  as  to  make  a  precise  diagnosis 
a  matter  of  speculation. 

Case. — F.  G.,  male,  aged  forty,  single,  harness-maker. 
Patient  was  admitted  to  hospital  on  November  7th,  1912, 
under  the  care  of  Dr.  O'Carroll,  who  has  kindly  allowed  me 
to  report  the  case.  His  complaint  was  of  weakness  and  diffi- 
culty in  walking. 

Two  years  ago,  when  taking  a  walk,  the  patient  felt  a 
sudden  stiffness  and  shooting  pain  in  his  right  thigh ;  he  fell 
to  the  ground,  but  was  able  afterwards  to  walk  home  with 
the  aid  of  a  passer-by.  He  went  to  hospital  on  the  follow- 
ing day,  and  left  after  a  month  very  much  improved.  Some 
six  months  later  he  noticed  a  weakness  in  his  left  thigh. 
He  again  went  to  hospital,  but  he  did  not  improve  much. 
He  became  slowly  more  helpless  on  his  feet,  till  now  he  can 
walk  very  little,  and  that  only  with  the  aid  of  two  sticks. 

For  about  two  years  also  the  patient  has  suffered  from 
pains  in  his  legs  and  thighs.  Sometimes  they  are  of  short 
duration,  sometimes  they  last  days.  They  are  often  of  great 
severity.  At  present  the  pain  is  rarely  very  severe,  and  is 
confined  to  the  great  toe  and  the  "  heart  "  of  the  left  foot. 

Family  History. — Father:  dead,  thirty-six;  "  heavy  cold." 
Mother :  seventy,  healthy.  One  sister :  dead  ;  three  con- 
vulsions.    Four  brothers,  healthy. 

Previous  History. — Measles  in  childhood.  Gonorrhoea 
twenty  years   ago.      Syphilis   denied.      "  Lumbago,"   of   no 
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Radiograph  by  Dr.  E.  J.  Watson,  showiug  deformity  iu  lumbar  spine. 
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great  severity  but  of  some  months'  duration,  about  five 
or  six  years  ago.  Inguinal  hernia  first  noticed  three  years 
ago. 

The  patient  is  thin  and  pale,  but  not  unhealthy-looking. 
Upper  incisor  teeth  missing.  Viscera  seem  normal,  except- 
ing a  very  large  right  inguinal  hernia,  for  which  he  wears  a 
suitable  truss.  Intelligence  and  attention  good.  Memory  is 
only  fair;  he  varies  in  the  minuter  details  he  gives  of  his 
illness. 

The  cranial  nerves  are  all  normal,  including  those  sub- 
serving special  senses.  Notably  there  is  no  pupillary  abnor- 
mality, nor  alteration  in  the  fundus  oculi. 

The  upper  extremities  present  no  abnormality  in  tone,  in 
power,  range,  or  precision  of  movement,  or  in  sensation. 

As  the  patient  sits  at  ease  on  the  side  of  his  bed  the 
spine  is  seen  to  be  slightly  curved.  It  is  convex  to  the  left 
in  the  lumbar  region,  with  a  compensatory  curve  in  the 
lower  dorsal  region.  Below  the  third  lumbar  the  vertebral 
spines  are  uncountable.  The  lower  ribs  on  the  right  side  are 
in  the  pelvis,  those  on  the  left  are  two  or  three  inches  higher. 
Moreover,  there  is  a  rotation  of  the  spine  on  a  vertical  axis, 
as  can  be  seen  by  the  level  of  his  ribs,  viewed  from  behind, 
when  he  stoops.  The  erector  spinas  on  the  left  is  more 
prominent  than  on  the  right.  Both  are  strong.  The  back 
seems  supple,  but  is  less  freely  bendable  laterally  to  the  left 
than  to  the  right.  Abdominal  muscles  equally  strong  right 
and  left.  It  is  convenient  here  to  describe  the  radiograph  of 
the  spine,  which  was  made  by  Dr.  E.  J.  Watson. 

The  body  of  the  fourth  lumbar  vertebra  seems  small  com- 
pared to  those  of  the  third  and  fifth  vertebrae.  The  inter- 
vertebral discs  above  and  below  it  have  disappeared  or  are 
greatly  reduced  in  thickness.  The  vertebra  appears  rotated 
on  two  axes— round  a  vertical  axis  it  is  rotated  so  that  the 
spine  is  displaced  to  the  right,  and  it  is  also  rotated,  or 
perhaps  its  body  is  altered  in  shape,  so  that  the  lower 
articular  process  on  the  right  is  on  a  level  with  the  upper 
articular  process  on  the  left.  There  is  no  obvious  alteration 
in  the  density  of  any  of  the  vertebrae. 

The  spine  is  painless ;  neither  heavy  pressure  nor  the  ex- 
tremity of  movements  causes  any  discomfort.    The  only  pam 
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referable  to  the  lesion  has  been  the  "  lumbago  "  he  suffered 
from  five  years  ago.  There  is  no  history  of  injury  at  any 
period  recent  or  remote. 

The  most  obvious  physical  signs  are  found  in  the  lower 
extremities.  The  muscles  of  the  hips  and  thighs  are  wasted, 
and  the  movements  corresponding  to  the  affected  muscles 
are  diminished  in  strength.  The  muscles  involved  are  the 
ilio-psoas,  the  gluteus  medius,  the  adductors,  sartorius,  and 
the  quadriceps  femoris.  The  gluteus  maximus  and  the 
tensor  fasciae  femoris  seem  normal.  The  muscles  mentioned 
are  about  equally  affected  on  each  side  except  in  the  case  of 
the  quadriceps  femoris,  which  on  the  right  side  is  wasted  to 
a  stringy  mass,  and  seems  absolutely  paralysed.  It  reacted 
to  no  electrical  stimulus.  The  flexors  of  the  legs  and  the 
muscles  moving  the  feet  and  tx)es  are  not  powerful,  but  are 
not  very  obviously  weaker  than  normal  except  the  left 
peroneal  group,  which  is  distinctly  weaker  than  the  right 
group. 

The  patient  stands  with  difficulty,  swaying  irregularly. 
He  cannot  stand  at  all  with  his  eyes  shut.  He  walks  with 
his  toes  turned  well  out.  He  can  turn  them  in  hardly  at  all. 
He  keeps  his  body  bent  well  forward,  and  uses  his  sticks  like 
a  pair  of  fore-legs.  Such  movements  as  he  can  make  in  bed 
are  not  ataxic. 

The  sensory  disturbances  are  outlined  on  the  figures. 
Those  showing  horizontal  lines  represent  the  areas  in  which 
appreciation  of  touch  (cotton-wool)  is  defective.  In  these 
areas  only  one  in  four  or  five  stimuli  are  appreciated,  and  in 
the  zone  around  the  nipples  sensation  is  still  more  defective. 
The  other  figures  show  the  areas  where  appreciation  of  pin- 
pricks is  defective.  The  pin  point  is  recognised  as  such,  but 
many  pricks  of  sufficient  severity  to  cause  bleeding  are 
"blunt"  in  comparison  with  gentle  applications  on  the 
normal  abdomen.  The  defect  in  the  nipple  zone  is  but  a 
slight  hypalgesia. 

Hot  and  cold  are  correctly  appreciated.  Once  or  twice 
there  were  recurring  sensations  of  cold. 

Muscle-pain  sense  is  absolutely  lost  in  both  lower  limbs. 
Senses  of  position  and  of  passive  movement  are  not  lost,  but 
are  not  as  acute  as  normal. 
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Compass-test. — Threshold  4.5  cm.  on  each  sole. 

The  upper  abdominal  reflexes  are  very  feeble  or  absent ;  the 
lower  are  normal.  When  a  plantar  reflex  can  be  obtained  it 
is  flexor.    The  knee-jerks  and  ankle-jerks  are  absent. 

The  sphincters  are  not,  and  never  have  been,  affected. 

Wassermann's  test  in  the  blood  was  negative.  Five  fruit- 
less attempts  were  made  to  obtain  cerebro-spinal  fluid,  and 
further  attempt  is  not  allowed.  Von  Pirquet's  skin  reaction 
was  negative. 

The  interesting  question  of  diagnosis  may,  I  think,  best 
be  attemjoted  by  seeing  how  far  the  spinal  lesion,  as  we 
see  it  in  the  radiograph,  can  be  held  responsible  for  the 
various  physical  signs.  It  will  readily  enough  explain  all 
the  motor  phenomena  except  the  weakness  in  the  left 
peroneal  group,  for  the  affected  muscles  are  supplied 
wholly  or  in  part  by  the  third  and  fourth  lumbar  roots, 
which  emerge  above  and  below  the  fourth  lumbar  ver- 
tebra. Pressure  on  these  roots  may  fairly  enough  be  held 
to  be  the  cause  of  the  motor  phenomena,  but  it  will  not 
explain  the  sensory  phenomena.  Though  the  areas  of 
anaesthesia  on  the  lower  limbs  correspond  fairly  to  the 
third  and  fourth  roots,  the  areas  of  hypalgesia  extend  far 
beyond  them,  and  the  affection  of  the  trunk  is  quite 
a  thing  apart.  It  is,  moreover,  hard  to  imagine  a 
mechanical  lesion  causing  absolute  loss  of  muscle-pain 
sense  and  permitting  the  passage  of  quite  "  epicritic  " 
thermal  stimuli. 

My  views  on  the  diagnosis  are  fairly  expressed  in  the 
title  under  which  I  present  this  case.  The  sensory  symp- 
toms and  signs  and  the  state  of  the  reflexes  suggest  tabes 
very  strongly.  The  presence  of  paresis  in  the  peronei  on 
one  side  is  not  against  such  a  view,  not  nearly  so  much 
as  the  absence  of  pupillary  and  sphincter  involvement. 
And  the  spinal  lesion  itself,  which  is  not  the  result  of 
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injury,  and  is  not,  as  far  as  can  be  seen,  tuberculous,  may 
be  discussed  as  a  lesion  in  the  vertebral  articulation  com- 
parable to  the  affection  more  commonly  seen  in  the  knees 
and  other  articulations,  and  known  as  Charcot's  joint. 


Dr.  Finny  said  it  seemed  to  be  a  very  compound  case, 
beginning  with  the  motor  paralysis  of  one  muscle,  partial 
or  complete  recovery  from  which  was  followed  on  the  left 
side  by  a  repetition  from  which  the  recovery  was  im- 
perfect. The  area  of  anaesthesia  and  analgesia  were 
peculiar.  The  anaesthesia  seemed  to  be  in  areas  other  than 
those  supplied  by  the  third  and  fourth  lumbar  roots.  The 
physical  deformity  from  which  the  patient  suffered  was  not 
a  familiar  one  in  the  absence  of  an  accident.  The  small 
amount  of  loss  of  tone  shown  in  the  case  was  against  the 
tabes  dorsalis  diagnosis.  He  also  suggested  that  the  patient 
did  not  get  the  typical  gait  of  locomotor  ataxy. 

Dr.  Kirkpatrick  referred  to  the  fact  that  Dr.  Purser  ex- 
plained the  weakness  in  his  patient's  legs  by  a  lesion  in  his 
anterior  nerve  roots  (third  and  fourth),  and  attributed  his 
sensory  phenomena  to  another  disease  altogether,  but  it 
seemed  to  him  (Dr.  Kirkpatrick)  difficult  to  understand  that 
he  should  have  a  lesion  of  his  anterior  nerve  roots  and  no 
lesion  of  his  posterior  nerve  roots.  He  was  not  in  a  position, 
however,  to  offer  any  other  diagnosis,  but  in  the  absence 
of  a  specific  history  and  of  Argyll-Kobertson  pupil  there 
appeared  to  be  a  great  deal  of  difficulty  in  accepting  the 
diagnosis  of  locomotor  ataxy.  As  to  whether  any  such 
condition  of  the  spinal  column  is  found  similar  to 
Charcot's  disease  he  could  not  say,  but  he  pointed  out 
that  in  Charcot's  disease  there  was  always  considerable 
destruction  of  the  joint,  and  he  thought  if  the  patient 
suffered  from  any  such  condition  in  his  spinal  column  within 
recent  years  there  would  be  some  more  evidence  of  it  than 
a  mere  pain  like  lumbago.  The  explanation  of  the  condition 
he  considered  very  ingenious,  but  there  seemed  to  him  to  be 
very  much,  if  not  more,  against  the  acceptance  of  it  than 
there  was  for  it. 
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The  President  said  he  could  not  help  thinking  that 
there  was  a  great  deal  to  be  said  for  the  views  ex- 
pressed by  Dr.  Finny  and  Dr.  Kirkpatrick — i.e.,  that  the 
condition  is  hardly  to  be  accounted  for  by  two  separate 
diseases,  and  even  for  one  disease  arising  out  of  the  other. 
An  easy  explanation  would  appear  to  be  that  the  man  had  a 
spinal  disease,  that  he  had  neuritis  of  his  motor  nerves,  and 
that  possibly  he  had  an  ascending  degeneration  in  the  pos- 
terior column — pseudo  tabes  dorsalis— and  that  the  other 
mischief  would  be  sufficiently  accounted  for  by  the  com- 
pression of  the  sensory  nerves.  He  did  not  agree  that  all 
forms  of  sensation  should  be  equally  involved  in  compres- 
sion. He  considered  that  it  would  be  safer  if  the  history  of 
the  case  was  about  to  be  re-cast  to  view  it  as  a  spinal  lesion 
due  to  something  unknown,  and  that,  consequently,  there 
was  a  motor  mischief  with  the  muscular  failure,  which 
apparently  was  an  earher  thing,  and  then  the  sensory 
mischief  coming  afterwards. 
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Visiting  Physician  to  the  Richmond  Hospital,  Dublin  ; 
Late  Visiting  Physician  to  the  Royal  National  Hospital  for  Consumption 

for  Ireland. 

[Read  in  the  Section  of  Medicine,  April  4,  1913.] 

The  treatment  of  pulmonary  tuberculosis  by  iodoform 
and  benzoyl  chloride  has  a  'priori  so  little  to  recommend 
it  that  it  may  appear  scarcely  worthy  of  discussing,  but 
the  subject  is  of  some  interest,  inasmuch  as  their  inability 
to  approve  this  method  of  treatment  was,  indirectly, 
the  cause  of  the  recent  resignation  of  the  entire  Consult- 
ing and  Visiting  Medical  Staff  of  the  Royal  National 
Hospital  for  Consumption  for  Ireland. 

In  the  year  1911  the  advocate  of  this  treatment,  having 
abandoned  Dewar's  intravenous  injections  of  iodoform 
"owing  to  widespread  objection  to  intravenous  injec- 
tions," began  to  practise  intramuscular  injection  of  iodo- 
form and  benzoyl  chloride  dissolved  in  ether  and  liquid 
paraffin.  The  use  of  benzoyl  chloride  "as  an  ideal  treat- 
ment in  pulmonary  tuberculosis  "  was  suggested  by 
Deykes'  favourable  account  of  the  treatment  of  leprosy 
by  nastin  (prepared  by  the  action  of  benzoyl  chloride  on 
organisms  found  in  leprosy) ;  but,  seeing  that  more  recent 
investigations  a  carried  on  at  the  Mahaica  Leper  Asylum 
in   British    Guiana    established    the   fact    that    cases   of 

»  Further  Report  on  the  Nastin  and  Benzoyl-Chloride  Treatment  of 
Leprosy.     By  Dr.  E.  P.  Minett,  Asst.  Govt.  Bacteriologist,  British  Guiana. 
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leprosy  treated  with  nastin  and  benzoyl  chloride  gave  no 
better  results  than  were  obtained  in  untreated  cases,  it 
would  appear  that  benzoyl  chloride  was  adopted  for  use 
in  pulmonary  tuberculosis  on  an  erroneous  assumption. 
In  May,  1911,  it  was  suggested  that  a  trial  should  be 
given  to  the  iodoform-benzoyl-chloride  treatment  in  the 
Royal  National  Hospital  for  Consumption  for  Ireland, 
but  the  Medical  Staff  expressed  their  disapproval  of  it. 
However,  at  that  time  the  treatment  was  being  carried 
out  in  Steevens'  Hospital,  Dublin,  on  patients  suffering 
from  pulmonary  tuberculosis.  Four  out  of  seven  patients 
so  treated  died  in  the  hospital,  and  the  treatment  was  dis- 
continued. 

The  advocate  of  the  iodoform-benzoyl-chloride  treat- 
ment read  a  paper  before  the  Eoyal  Academy  of  Medicine 
in  Ireland  on  the  6th  of  December,  1912,  entitled  "  Some 
Specific  Methods  of  treating  Tuberculosis  of  the 
Lungs.""  In  this  paper  he  reverts  to  the  method  (in- 
troduced by  Dewar  in  1903  ^)  of  intravenous  injections  of 
half-grain  doses  of  iodoform  dissolved  in  ether  every 
second  day,  increasing  to  five  times  a  week  (followed  by 
a  course  of  tuberculin,  and  vaccines,  if  required).  The 
author  of  the  paper  of  the  6th  of  December,  1912,  con- 
tented himself  with  accepting,  Dewar 's  conclusions  as  to 
the  action  of  iodoform,  and  he  made  no  attempt  to  justify 
the  administration  of  the  drug  on  scientific  grounds.  His 
narration  of  six  cases  of  pulmonary  tuberculosis  in  which 
successful  results  were  claimed  for  the  treatment  is  of  no 
scientific  value,  as  it  was  not  a  complete  enumeration  of 
all  the  cases  in  which  the  treatment  was  tried  by  him. 

Amongst   the   obvious  obiections  to  the   treatment   of 
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pulmonary  tuberculosis  by  intravenous  injections  of  iodo- 
form may  be  mentioned  the  following  : — 

Iodoform  is  a  weak  germicide,  not  fatal  to  bacteria. 
Experiment  has  shown  that  if  dusted  over  sterilised 
nutrient  media  growth  W\\\  take  place  from  the  organisms 
contained  in  the  iodoform  itself.  It  is  not  iiwnotropic 
for  the  tubercle  bacillus,  for  the  term  "  monotropic,"  as 
used  in  connection  with  the  specific  chemotherapy  of 
Ehrlich,  implies  that  the  drug  must  have  a  special 
affinity  for,  and  enter  into  destructive  chemical  combi- 
nation with,  the  protoplasm  of  the  particular  offending 
microbe,  and  be  inert  with  respect  to  all  the  chemical 
constituents  of  the  normal  body.  But  iodoform  is  toxic, 
causing,  in  the  more  chronic  cases,  such  symptoms  as 
malaise,  loss  of  strength,  wasting,  loss  of  appetite,  vomit- 
ing, sense  of  depression,  fever,  rapid  pulse,  insomnia, 
headache,  impaired  memory,  drowsiness,  progressive  weak- 
ness, complete  state  of  hebetude,  loss  of  power  in  the  legs, 
loss  of  control  over  the  sphincters,  and  even  death  by  coma. 

In  the  more  acute  cases,  malaise,  vertigo,  intense  head- 
ache, insomnia,  delirium,  very  high  temperature,  very 
rapid  pulse,  albuminuria,  anorexia,  vomiting,  prostration, 
coma,  and  death  (Sir  F.  Treves,  Practitioner,  1886). 

According  to  the  latest  edition  of  Graefe-Saemisch, 
iodoform  is  harmful  to  the  eye.  In  many  instances, 
retro-bulbar  neuritis  with  central  scotoma  has  followed 
its  introduction  into  the  system  (Critchett,  Terson, 
Priestley-Smith,  &c.)  After  prolonged  use,  atrophy  of  the 
optic  nerve  has  followed.  According  to  Terson  it  causes 
retinal  haemorrhage.  The  author  of  the  communication 
of  the  6th  of  December,  1912— already  referred  to— noted 
slight  amblyopia  in  one  of  his  patients,  and  in  another 
(unpublished)   case  of  his— a  fatal  one— retinal  hsemor- 
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rhage  occurred.  Iodoform,  therefore,  is  not  free  from  the 
suspicion  of  being  optico-neuro-tropic. 

But  in  puhnonary  tuberculosis  the  intravenous  injec- 
tion of  iodoform  dissolved  in  ether  has  special  dangers, 
as  the  injection  is  liable  to  be  followed  by  severe  attacks 
of  coughing,  and  thereby  submits  the  patient  to  the  risk  of 
haemoptysis  or  of  pneumothorax.  Those  dangers  may  not 
be  of  frequent  occurrence,  but  the  risk  is  ever  present, 
and  in  the  absence  of  any  proved  counter-advantage  due 
to  the  administration  of  iodoform  it  is  sufficient  to  put  a 
bar  to  its  use. 

Sir  Almroth  Wright,  in  a  most  valuable  report,  dated 
October,  1912,  on  the  "  Pharmaco-therapy  of  Pneumo- 
coccus  Infections,"  considers  the  conditions  which  ought 
to  be  satisfied  before  we  apply  any  drug  treatment  with  a 
view  to  killing  the  causal  agents  of  disease  in  the  infected 
body.  He  discusses  the  relation  in  which  the  specific 
pharmaco-therapy  of  Ehrlich  stands  to  the  prescribing  of 
antiseptics,  and  he  points  out  that  it  never  entered  into 
the  conception  of  the  physician  who  prescribed  antiseptics 
to  require  of  those  that  they  should  be  monotropic  for  the 
causal  agents  of  disease,  nor  did  he  appreciate  that  the 
effective  dose  of  a  therapeutic  agent  is  capable  of  being 
determined  by  blood-tests.  He  goes  on  to  ask — "  Is  it  a 
defensible  proceeding  to  administer  a  drug  concerning 
which  we  have  neither  a  priori  grounds  for  believing  that 
it  will,  nor  evidence  to  show  that  it  does,  do  what  is  in- 
tended? Such  practice  is,  from  the  standpoint  of  strict 
science,  clearly  indefensible,  and  we,  as  a  profession,  re- 
gard it  as  indefensible.  For  we  reprobate  in  quackery 
not  only  the  fact  that  it  has  a  low  standard  of  financial 
rectitude,  and  that  it  proclaims  its  merits  in  public  places, 
but  also  the  fact  that  it  proceeds  upon  assumptions  which 
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are  either  demonstrably  false  or  imscientifically  unjusti- 
fied. And  we  condemn  not  only  treatment  which  is 
based  upon  notoriously  erroneous  assumptions,  but  also 
treatment  which  is  simple  random  experimentation." 

In  an  inquiry  into  the  treatment  of  pneumonia  by 
a^hylhydrocupreinhydrochlorate  (a  drug  brought  forward 
by  Morgenroth  for  trial  in  pneumonia)  Sir  Almroth 
Wright  carried  out  the  following  series  of  investiga- 
tions : — 

(1)  Measurement  of  the  bactericidal  effect  exerted  upon 
the  pneumococcus  by  graduated  dilutions  of  the  drug  in 
water  and  serum  respectively. 

(2)  Prophylactic  and  therapeutic  experiments  on 
animals,  supplemented  by  the  bactericidal  effect  exerted 
upon  the  pneumococcus  by  the  blood  of  these  animals 
drawn  off  before  and  after  the  administration  of  the  drug. 

(3)  Preliminary  experiments  on  normal  and  infected 
men,  supplemented  by  the  measurements  of  the  bacteri- 
cidal effect  exerted  upon  the  pneumococcus  by  the  blood 
of  these  men  drawn  off  before  and  after  administration  of 
the  drug. 

(4)  Comparison  of  the  course  which  pneumonia  runs  in 
treated  and  untreated  cases. 

Mutatis  mutamlis,  the  rules  laid  down  l)y  Sir  Almroth 
Wright  in  investigating  the  effect  of  a'thylhydrocuprein- 
hydrochlorate  in  pneumonia  apply  to  an  inquiry  on  similar 
lines  in  reference  to  the  use  of  iodoform  in  pulmonary 
tuberculosis. 


Dr.  Walter  Smith  said  that  when  called  upon  to  judge 
of  the  success  or  otherwise  of  any  method  of  treating  disease 
there  were  two  postulates— 1,  an  adequate  knowledge  of 
the  drugs  or  methods  used  ;  2,  sufficient  clinical  and  scien- 
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fcific  evidence  of  their  fitness.  There  might  be  a  third,  but 
doubtful,  method — viz.,   the  method  of  analogy. 

With  regard  to  the  chnical  and  scientific  evidence  ad- 
vanced, the  paper  read  in  December  last  was  to  the  effect 
that  the  evidence  was  not  satisfactory.  In  order  to  gain  the 
adhesion  of  an  educated  profession  it  would  be  necessary  to 
give  satisfactory  evidence. 

Eef erring  to  the  drugs  recommended,  enough  was  known 
about  iodoform  to  justify  the  scepticism  about  a  half-grain 
dose  introduced  into  the  body  of  a  man  exercising  any  in- 
fluence. Ample  experiments  had  been  made  as  to  its 
germicidal  and  bacteriological  qualities,  and  they  were 
ascertained  to  be  extremely  feeble.  A  50  per  cent,  solution 
of  the  drug  would  hardly  kill  even  the  staphylococcus.  It 
had  been  proved  to  be  harmless  to  tubercle,  and  the  only 
bacillus  to  which  it  had  been  found  to  be  deadly  was  that  of 
cholera.  He  could  not  understand  how  benzoyl  chloride — 
an  extremely  irritating  compound — could  be  tolerated. 

Dr.  Crofton  said  there  were  a  priori  grounds  for  the  use 
or  iodofoma  as  a  germicide  in  pulmonary  tuberculosis.  He 
recalled  a  case  of  a  girl  with  twenty-nine  superficial 
tubercular  lesions,  all  of  which  were  healed  by  the  use  of 
iodoform  in  ether,  and  scraping,  and  that  iodoform  and  ether 
acted  as  a  germicide  in  this  case  he  considered  that  -no  one 
could  have  any  doubt.  Owing  to  the  extraordinary  a  ■priori 
objections  to  the  use  of  intravenous  injections  of  iodoform 
in  ether  he  had  tried  to  get  something  as  good  to  be  given 
intramuscularly,  and  had,  therefore,  tried  iodoform  and 
benzoyl  chloride,  and  if  he  had  not  succeeded  in  the  ad- 
vanced cases  referred  to,  he  Considered  that  he  had  not 
hurried  their  end,  and  since  some  cases  had  much  improved, 
he  held  that  he  was  therefore  justified  in  trying  the  treat- 
ment. 

As  to  the  erroneous  assumption  that  iodoform  would  do 
no  good,  he  referred  to  experiments  on  rabbits  which  had 
been  injected  with  the  bovine  bacillus,  and  when  the  disease 
had  developed  had  been  completely  cured  with  iodoform  in 
ether  given  intravenously.  This,  he  considered,  gave  good 
grounds  for  its  use  in  human  cases.  He  asked  if  it  could  be 
shown  that  fresh  air  or  sanatorium  treatment  had  ever  cured 
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such  infected  rabbits.  He  pointed  out  that  in  his  paper  he 
had  stated  that  in  early  cases  tubercuHn  treatment  would 
cure  in  a  great  many  instances,  but  that  more  advanced 
cases  were  frequently  unsuitable  for  tuberculin,  and  it  was, 
therefore,  essential  to  use  some  other  method,  and  iodofoi-m 
was  the  best  intravital  germicide  he  knew.  He  also  found 
out  the  other  microbes  which  nearly  always  accompanied 
the  tubercle  bacillus,  and  used  autogenous  vaccines  made 
from  these  microbes.  He  considered  that  no  more  accu- 
rately scientific  methods  could  be  adopted. 

Iodoform  with  the  molecule  intact  he  admitted  was  a 
weak  germicide,  but  in  the  presence  of  pus  it  was  split  up 
with  the  liberation  of  free  iodine,  and  he  suggested  that  it 
acted  as  an  inactivator  of  the  toxin  of  the  tubercle  bacilli, 
just  in  the  way  it  was  used  to  inactivate  the  diphtheria  toxin 
in  the  early  stages  of  the  immunisation  of  animals. 

As  to  coughing  and  pneumothorax,  he  said  that  the  slow^er 
the  injection  is  given  the  less  would  be  the  coughing,  and 
he  had  never  met  with  pneumothorax  in  any  of  his  cases, 
nor  had  he  ever  heard  of  such  an  accident.  As  to  haemor- 
rhage, he  related  a  case  in  which  bleeding  had  rapidly  ceased 
when  treatment  had  commenced.  The  case  in  which  Dr. 
Coleman  had  said  retinal  haemorrhages  had  occuiTed  was 
a  very  advanced  one,  and  no  one  could  assert  that  they  were 
due  to  the  iodoform.  Unless  Dr.  Coleman  could  suggest 
something  that  was  better  than  the  present  sanatorium 
treatment  he  would  continue  to  use  the  iodofonii  and  the 
other  methods. 

He  concluded  by  giving  a  summary  of  twenty-nine  private 
cases  in  which  the  treatment  had  been  carried  out.  Six 
early  cases,  apparently  cured;  eight  second  stage  cases, 
apparently  cured;  fifteen  advanced  cases,  six  apparently 
well,  two  very  much  improved,  seven  died. 

Dr.  Parsons  said  that  it  does  not  take  very  long  after 
the  introduction  of  a  treatment  which  is  successful  for  that 
treatment  to  become  general,  and  pointed  to  salvarsan  as  a 
notable  instance  of  this  recently.  He  referred  to  the  fact 
that  Dewar  had  in  1903  published  a  series  of  cases  treated 
with  ethereal  injections  of  iodoform,  and  that,  notwith- 
standing   this,    the    result   of    inquiries    made    throughout 
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sixteen  of  the  principal  sanatoriums  in  Great  Britain  elicited 
the  fact  that  thirteen  of  these  institutions  had  never  used 
the  treatment. 

Dr.  T.  Gillman  Moorhead  said  that  he  did  not  think  that 
any  member  should  be  allowed  to  remain  under  the  impres- 
sion that  the  Academy  disapproved  of  the  trial  of  any 
method  of  treatment  unless  that  method  was  dangerous,  and 
he  did  not  consider  this  method  dangerous,  and  he  saw  nO' 
objection  to  its  trial.  A  matter  that  should  be  deprecated 
was  bringing  a  method  of  treatment  before  the  public  before  the 
profession  was  satisfied  that  it  should  be  brought  forward.. 
He  considered  that  all  desired  to  arrive  at  the  truth  of  the 
matter,  and  he,  therefore,  suggested  that  it  might  be  well' 
if  a  certain  number  of  cases  could  be  submitted  to  indepen- 
dent examination,  and  then  treated  and  compared  with  some- 
other  cases  which  had  not  been  treated,  and  that  the  results 
might  then  be  reported  to  the  Academy. 

Dr.  Kirkpatrick  said  that  several  of  the  cases  in  which 
the  treatment  was  employed  were  under  his  care.  The 
patients  had  been  in  hospital  for  some  time  under  satis- 
factory conditions,  the  majority  of  them  being  treated  in  the 
open  air  on  the  balcony,  where  they  were  in  as  good  circum- 
stances as  in  a  sanatorium.  He  could  say  that  in  no  case 
did  the  treatment  seem  to  do  them  any  harm,  nor  did  the 
patients  object  to  the  treatment. 

The  President  said  he  considered  that  Dr.  Moorhead's 
suggestion  would  get  over  all  the  difficulties.  He  suggested 
that  the  profession  should,  as  far  as  possible,  keep  clear  of 
doing  away  with  a  healthy  scepticism,  as  a  dogmatic  state- 
ment would  never  get  them  one  step  further. 


T. 
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By  sir  JOHN  MOORE,  M.A.,  M.D. ; 

Physician  to  the  Meath  Hospital  and  County  Dubhn  Infirmary; 

Professor  of  Practice  of  Weclicine  in  the  Schools  of  Surgery,  Royal  College 

of  Surgeons  in  Ireland. 

[Read  in  the  Section  of  Medicine,  May  16,  1913.] 

In  the  autumn  of  last  year  it  fell  to  my  lot  to  treat  in 
private  practice  two  cases  of  enteric  fever,  which  presented 
somewhat  unusual  features,  and  accordingly  are  worthy 
of  being  recorded. 

Case  I. — Enteric  Fever  with  Relapses,  followed  hy  an 
Attack  of  Catarrhal  Jaundice. 

On  the  morning  of  Thursday,  August  29th,  1912,  the 
following  letter,  from  my  prospective  patient's  wife, 
reached  me  by  post  from  London  : — "  Would  you  try  and 
come  up  to-morrow  to  see  Mr.  A.  B.  He  has  not  been 
at  all  well  for  the  last  ten  days,  and,  as  he  has  a  great  wish 
to  be  at  home,  we  cross  to-day  (Wednesday).  I  shall  keep 
him  in  bed  till  you  see  him,  and  hojDe  the  journey  will  not 
do  him  any  harm." 

Case  I. — The  patient,  a  barrister,  fifty-seven  years  of  age, 
had  enjoyed  good  health,  with  the  exception  of  an  occasional 
"  bilious  attack,"  until  his  present  illness.  His  wife  and  he 
had  been  travelling  in  Italy  during  a  summer  holiday.  While 
visiting  Milan  early  in  August,  both  of  them  had  been  bitten 
by  mosquitos  or  gnats.  The  bites  caused  his  wife  very  little 
trouble,  but  in  his  own  case  had  developed  into  angry  sores 
on  his  ankles.  When  these  appeared,  he  became  subject  to 
chills,  and  was  feverish.  On  his  homeward  journey  he  grew 
worse,  and  hence  his  anxiety  to  reach  home  with  all  speed. 
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At  my  first  visit,  early  in  the  forenoon  of  Thursday, 
August  29th,  I  found  the  patient  in  bed,  with  a  pulse  of  60, 
temperature  100.8°,  and  a  thickly-coated  tongue.  He  was 
rejoiced  to  be  safe  at  home,  and  made  little  complaint  of  ill- 
ness beyond  loss  of  appetite  and  flatulence.  He  told  me 
that  he  had  never  had  a  headache  in  his  life.  There  were  no 
rose-spots,  the  area  of  splenic  dulness  was  not  increased, 
but  his  abdomen  was  a  good  deal  distended  by  tympanites. 
The  urine  was  examined  next  day — it  was  high-coloured, 
very  turbid  from  urates,  strongly  acid  in  reaction.  Its 
specific  gravity  was  1027.  A  considerable  quantity  of 
albumen  was  present.  Under  the  microscope,  amorphous 
urates  formed  the  chief  object.  There  were,  besides,  mucus, 
■epithelium,  debris,   and  vibrios. 

Believing  that  the  patient  was  suffering  from  an  intestinal 
toxaemia,  such  as  sometimes  follows  a  Continental  trip,  I 
put  him  on  salicylate  of  quinine  together  with  a  mixture  con- 
taining liquor  bismuthi  et  ammonii  citratis.  To  these  reme- 
dies small  doses  of  calomel  were  added  next  day,  and 
•Contrexeville  Water  was  taken  as  a  beverage.  A  further 
prescription,  on  August  31st,  was  an  excellent  nurse. 

In  this  first  fever  the  highest  point  reached  by  the  ther- 
mometer was  103.6°  on  the  evening  of  Sunday,  Sep- 
tember 1st,  which  was  presumably  the  fifteenth  day  of  the 
attack.  After  a  recrudescence  to  102.9°  at  the  evening  ob- 
servation on  September  5th,  the  fever-movement  gradually 
subsided  (lysis)  to  September  12th,  when  both  morning  and 
evening  observations  were  normal.  Throughout  this  period 
of  defervescence,  there  was  a  decided  tendency  to  constipa- 
tion. Enemata  were  employed  to  combat  this  symptom, 
and  a  mixture  of  liquid  extract  of  cascara  sagrada,  tincture 
of  nux  vomica,  and  glycerine  was  exhibited.  Femienlactyl 
tablets  also  seemed  to  do  good  by  controlling  intestinal 
flatulence.  Hardly  had  the  temperature  fallen  when  it 
began  to  rise  slowly  again,  with  evening  exacerbations  and 
morning  remissions.  The  bowels  also  became  looser,  large 
fsecal  evacuations  taking  place  t^\ace  or  thrice  daily  for  four 
or  five  days. 

On  the  evening  of  the  eighth  day  of  this  second  fever 
<September  20th)  the  thermometer  rose  to  104.4°  under  the 
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tongue.  About  this  time  the  blood  was  tested  for  the  Widat 
reaction,  which  was  positive.  The  spleen  was  only  slightly- 
enlarged,  and  the  presence  of  rose-spots  was  open  to  doubt. 
The  urine  on  the  tenth  day  was  highly  albuminous.  A 
pseudo-crisis  occurred  on  the  evening  of  the  fifteenth  day — 
next  day  the  temperature  rose  from  100.1°  in  the  morning 
to  102.1°  in  the  evening.  After  that,  defervescence  took 
place  by  lysis  and  was  complete  on  the  twenty-fourth  day. 
To  overcome  constipation  in  the  later  stages  of  this  second 
fever  small  (one-drachm)  doses  of  castor  oil  with  glycerine 
were  given  at  intervals  as  required,  and  with  good  effect. 

An  apyrexial  period  now  set  in  (on  October  6th),  and 
lasted  for  eighteen  days.  The  patient  was  allowed  up,  and 
finally  went  out  for  a  drive  when  the  weather  permitted. 
But  he  never  regained  his  colour,  and  a  lisemic  systolic- 
murmur  bore  witness  to  a  serious  blood-lesion. 

On  the  evening  of  October  24th  the  temperature  began  to- 
rise  once  more.  Three  days  later  103.8°  was  reached  in  the 
evening,  and  for  the  third  time  the  patient  passed  through  a. 
continued  fever  of  considerable  intensity.  The  bowels  were 
obstinate  in  this  third  attack.  The  spleen  was  now  con- 
siderably enlarged,  the  liver  also  was  enlarged,  though  to  a 
less  extent.  On  October  28th  the  urine  was  of  normal' 
colour,  clear,  acid  in  reaction.  Its  specific  gravity  was. 
1017,  and  it  contained  a  trace  of  albumen.  Under  the- 
microscope  little  else  was  seen  than  vast  numbers  of  micro- 
organisms in  active  motion. 

On  October  30th,  a  differential  blcod-count  was  made  by 
my  clinical  clerk,  ]\Ir.  Eobert  P.  Weldon,  in  the  Pathologicaf 
Laboratory  of  the  Meath  Hospital,  with  the  following  re- 
sult:— Haemoglobin,  76  per  cent.;  red  cells,  5,250,000  per 
cubic  millimetre;  colour  index,  .725;  leucocytes,  36,250  per 
c.mm.  Differential  count :  Polymorphs,  13.2  per  cent. ; 
small  lymphocytes,  30.1  per  cent. ;  large  lymphocytes,  46. 3' 
per  cent. ;  eosinophils,  2.8  per  cent. 

The  result  of  the  blood  examination  and  the  patient 's- 
appearance  and  condition  at  this  time  alarmed  me.  I  fearer] 
the  possible  onset  of  a  leukaemia,  such  as  had  killed  my 
patient's  younger  son  many  years  before.  On  November 
2nd  Dr.  James  Craig  saw  the  patient  in  consultation  witb 
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me.  He  looked  upon  the  case  as  one  of  toxaemia  from  in- 
testinal absorption,  and  advised  that  the  bowels  should  be 
freed  by  larger  doses  of  castor  oil,  a  tonic  mixture  of  arsenic 
and  nux  vomica  to  be  continued,  as  it  was  agreeing  with 
the  patient,  as  well  as  5-grain  doses  of  urotropine,  which  he 
iiad  been  taking  well  diluted. 

On  November  5th  the  urine  was  of  normal  colour,  clear 
when  passed,  and  acid.  Its  specific  gravity  had  risen  to 
1026.  A  moderate  quantity  of  albumen  was  present.  On 
standing,  it  deposited  amorphous  urates  in  large  amount: 
^Iso  an  excess  of  epithelium.  On  November  13th  and 
December  2nd  the  specific  gravity  was  1016,  and  there  was 
no  trace  of  albumen. 

The  third  fever  spent  itself  in  fourteen  days.  Observa- 
tions on  the  temperature  were  continued  night  and  morning 
until  December,  when  they  were  discontinued  as  being  un- 
necessary, convalescence  appearing  to  be  fully  established. 

Appended  is  the  temperature  chart  of  this  long-drawn 
•out  illness.  For  it  I  am  indebted  to  the  very  skilful  nurse 
who  took  charge  of  the  patient  from  the  31st  of  x\ugust 
onwards. 

Mr.  A.  B.  remained  well  from  the  completion  of  defer- 
vescence on  November  6th  until  the  close  of  December. 
About  that  time,  on  a  cold,  windy  afternoon,  he  in- 
cautiously drove  on  the  top  of  a  tramcar.  A  "  chill  "  fol- 
lowed, and  a  tendency  to  diarrhoea.  In  the  course  oi 
Friday,  January  3rd,  1913,  Mr.  A.  B.  felt  "seedy,"  and 
had  a  shivering  fit.  His  temperature  marked  100°  in  the 
mouth  that  evening,  but  next  morning  it  had  risen  to  102°. 
I  was  sent  for  in  hot  haste  by  his  wife,  her  letter  stating 
that  "  that  dreadful  fever  had  come  back."  At  12  80  p.m. 
I  found  him  with  a  temperature  of  102.6°;  pulse  92  (his 
normal  pulse-rate  being  60).  His  tongue  was  thickly 
coated,  the  breath  was  heavy.  The  conjunctivae  and  skin 
were  already  yellow.  The  urine  was  high-coloured,  and  con- 
tained bile-pigment,  and  a  motion  from  the  bowels,  passed 
in  the  morning  and  kept  for  me  to  see,  was  clay-coloured. 
He  was  flatulent  and  tender  on  pressure  in  the  epigastrium. 
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It  was  quite  evident  that  he  had  an  attack  of  gastro- 
duodenal  catarrh,  with  obstructive  jaundice.  Having 
arrived  at  this  conclusion  as  to  the  nature  of  his  illness,  I 
was  happily  able  to  reassure  my  patient's  wife  by  giving  a 
favourable  prognosis.  With  rest  in  bed,  an  equable  tem- 
perature, and  suitable  treatment,  the  attack  soon  sub- 
sided— the  urine  cleared,  and  bile  reappeared  in  the 
motions,  which  were  unusually  copious. 

On  February  4th  Mr.  A.  B.  reported  himself  in  my  con- 
sulting-room as  feeling  quite  well,  and  so  I  found  him.  On 
February  15th  he  sailed  with  his  wife  from  Liverppod  for 
the  Canary  Islands. 

This  case  furnishes  an  example  of  true  relapse  in  enteric 
fever.  It  is  also  interesting  in  view  of  the  absence  of  any 
serious  intestinal  symptoms — a  state  of  things  accounted 
for  by  the  patient's  age  (fifty-seven  years) ;  the  presence 
of  a  decided  leucocytosis  in  the  third  febrile  attack ;  and 
the  occurrence  of  catarrhal  jaundice  as  a  sequel.  Bearing 
in  mind  the  liability  of  the  gall-bladder  to  become  infected 
by  the- Bacillus  typhosus,  and  the  part  which  enteric  fever 
plays  in  the  production  of  gall-stones,  I  kept  the  bowels 
free  with  frequent  doses  of  castor  oil,  and  prescribed  ben- 
zoate  of  sodium  in  full  doses.  He  also  took  daily  15  grains 
of  urotropine  well  diluted  for  some  time. 

Case  II. — Enteric  Fever  with  Epistaxis  and  Intestinal 
Haemorrhage.  Protracted  course.  Convalescence  com- 
'plicated  by  "  Typhoid  Spine.'' 

Case  II. — Mr.  C.  D.,  aged  thirty-eight  years,  a  solicitor 
by  profession,  had  enjoyed  uninterrupted  good  health  for 
many  years  until  Saturday,  August  17th,  1912,  when  he 
felt  very  unwell.  He  lived  practically  in  Dublin,  but  had 
been  staying  at  Kingstown  for  a  summer  holiday  up  till  the 
Monday  before  his  illness  began — namely,  August  12th.  I 
saw  him  for  the  first  time  on  Monday,  August  19th.     H& 
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was  very  feverish— the  tongue  was  coated,  breath  heavy, 
some  enlargement  of  the  spleen.  The  bowels  were  moved 
after  2  grains  of  calomel,  and  a  couple  of  3-grain  doses  of 
phenazone  with  tincture  of  gelsemium  made  him  feel  com- 
fortable. On  the  morning  of  August  20th  (fourth  day), 
pulse  80,  respirations  16,  temperature  102.7°.  August  21st, 
pulse  84,  respirations  20,  temperature  103.8°.  On  the 
evening  of  the  21st  the  temperature  rose  to  104.0°.  Next 
morning  there  was  a  brisk  epistaxis.  The  patient  pro- 
gressed favourably,  except  for  sleeplessness,  until  Sep- 
tember 7th  (twenty-second  day),  when  the  night  nurse  re- 
ported the  presence  of  blood-clots  in  a  motion.  This  I 
verified  by  inspection. 

On  the  morning  of  the  9th  (twenty-fourth  day)  sudden 
retention  of  urine  occurred.  At  12  30  p.m.  I  passed  a 
catheter  and  drew  off  42  ounces  of  healthy  urine.  On  the 
12th  (twenty-seventh  day)  there  was  abundant  intestinal 
hgemorrhage,  and  late  on  the  night  of  the  14th  (twenty- 
ninth  day)  I  was  called  to  see  the  patient  because  of  a  re- 
newed and  profuse  haemorrhage,  following  which  the  tem- 
perature fell  7  or  8  degrees  to  97.8°  F.  There  was  a  copious 
perspiration.  The  bleeding  was  controlled  by  lactate  of 
calcium  administered  in  5-grain  doses  at  frequent  intervals 
for  a  short  time.  On  the  afternoon  of  Sunday,  September 
15th  (thirtieth  day)  Dr.  Alfred  Parsons  saw  the  patient  in 
consultation  with  me.  The  spleen  was  not  palpable  at  this 
time.  He  approved  the  treatment  and  made  several  valu- 
able suggestions,  to  which  effect  was  given  at  once.  On 
Tuesday,  September  17th  (thirty-second  day)  the  pulse  was 
88  and  the  temperature  was  only  99.2°.  The  enlargement 
of  the  spleen  had  subsided  after  the  attacks  of  haemorrhage. 
There  had  been  no  motion  from  the  bowels  from  the  pre- 
vious Saturday  (three  days). 

Dr.  Parsons  again  saw  the  patient  with  me  on  Septem- 
ber 26th,  when  he  took  the  following  note  : — 

"  26th  September  1912. — Patient  looking  much  better. 
Eolls  abo,ufc  in  bed  quite  easily  and  seems  decidedly 
stronger.     Temperature  103°  last  night,  pulse  96.     Tongue 
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clean.  Motion  semi-formed  (contains  a  little  undigested 
■curd  of  milk).  Thorax  normal.  Abdomen  not  distended. 
Spleen  considerably  enlarged,  easily  palpable,  and  on  deep 
inspiration  lower  edge  of  liver  also  palpable.  Knee-jerks 
were  present;  legs  greatly  emaciated.  Suggested  a  return 
to  liquid  diet,  though  I  was  impressed  with  improvement 
under  solid  food." 

A  tedious  and  uneventful  convalescence  now  set  in,  and 
it  was  not  until  the  fourth  week  in  October  that  Mr.  C.  D. 
was  strong  enough  to  leave  town  for  Kingstown  "  for  change 
of  air."  He  had  not  been  many  days  in  his  new  quarters 
when  he  began  to  suffer  from  pains  in  his  back  and  lower 
limbs.  Believing  them  to  be  of  rheumatic  origin,  he  tried 
^' to  walk  them  off,"  but  without  success.  On  Monday, 
November  11th,  he  consulted  me  for  a  severe  pain  in  the 
left  groin.  His  pulse  was  82,  and  his  weight  was  only 
9  st.  3  lbs. — a  very  light  weight  for  his  height,  which  was 
5  feet  11  inches.  On  the  20th  (Wednesday)  he  again  called 
to  see  me.  He  was  quite  crippled  as  he  walked  into  the 
consulting-room,  and  complained  of  pain  in  the  left  hip, 
which  he  said  had  been  nagging  at  him  since  October  29th 
or  thereabouts.  His  tongue  was  slightly  coated,  and  his 
pulse  had  risen  to  108,  whereas  the  temperature  was  only 
97.6°.  Behind  and  somewhat  above  the  left  great  tro- 
chanter was  a  globular  swelling,  which  on  palpation  gave  a 
sense  of  fluctuation.  I  felt  convinced  that  a  large  "  cold 
abscess  "  existed,  and  I  asked  for  surgical  advice.  The 
patient  consented,  and  my  colleague,  Mr.  William  Taylor, 
very  kiridly  responded  to  a  call  by  telephone  without  a 
moment's  delay.  He  corroborated  my  opinion,  and 
arranged  for  the  admission  of  Mr.  C.  D.  to  Portobello  Pri- 
vate Hospital  the  same  evening  with  a  view  to  immediate 
operation. 

On  cutting  down  on  the  tumour  next  morning  (November 
21st)  it  disappeared,  and  only  a  few  drops  of  blood  were 
drawn  off  by  aspiration.  It  is  not  easy  to  decide  what  was 
the  nature  of  this  phantom  tumour.  Possibly  the  wasted, 
flaccid  gluteal  muscles  formed  a  bag  or  sac  which  simulated 
a  tumour. 
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When  he  returned  I  onie  after  a  few  days,  Mr.  C.  D. 
•suffered  much  from  pain  in  his  lower  Hmbs  and  across  the 
small  of  the  back — at  first  on  the  left  side,  afterwards  on 
the  right.  On  December  2nd  I  found  his  temperature 
normal,  his  pulse-rate  80.  The  knee-jerks  were  exaggerated, 
but  there  was  no  ankle-clonus.  The  legs  were  much  wasted, 
and  their  muscular  action  was  feeble.  The  patient  com- 
plained much  of  pain  in  his  hips.  It  was  with  extreme 
difficulty  that  he  could  get  out  of  bed  owing  to  the  most 
extraordinary  vital  ankylosis  affecting  his  spine — especially 
in  its  lower  reaches.  His  back  was  literally  as  stiff  as  a 
poker,  and  the  left  erector  spinas  muscle  in  particular  formed 
a  rigid  mass.  On  December  14th  the  following  measure- 
ments of  the  calves  of  the  legs  were  taken  seven  inches 
below  the  patellae  :— right,  11*  inches;  left,  10*  inches.  On 
that  day  the  pulse-rate  was  72,  the  axillary  temperature  97.2°. 

On  December  19th  Dr.  Parsons  saw  the  patient  in  con- 
sultation with  me.  To  him  I  am  indebted  for  the  follow- 
ing note,  based  on  his  very  thorough  and  painstaking 
physical  examination  of  our  patient. 

"  19th  December,  1912. — General  appearance  improved. 
■Cheeks  have  some  colour  and  face  looks  fuller.  The  arms 
look  thin,  and  the  hands  are  cold  and  clammy.  Nails  a  dis- 
tinctly blue  tinge.  He  complains  now  of  pain  across  lower 
part  of  back  and  into  right  hip.  He  has  full  control  over 
bladder  and  rectum. 

"  Loiver  extremities  look  wasted. 

"  Motor  phenomena. — He  can  flex  and  extend  at  hip, 
Tinee,  and  ankle  joints,  but  though  he  can  brace  his  limbs  in 
any  direction,  asking  him  to  move  them  against  resistance 
suggests  marked  paresis. 

"  Co-ordination. — No   evidence  of  inco-ordination. 

"  8enso>ry  phenomena. — Sensation  to  touch,  pain,  tem- 
perature, and  muscle  sense  all  normal. 

"  Reflex  phenomena. — Knee-jerks  distinctly  exaggerated, 
and  easily  elicited  above  patella.  No  rectus  clonus,  ankle- 
jerk  exaggerated  on  both  sides,  but  no  definite  ankle  clonus 
was  obtained. 
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"  Babinski  absent. 

"  The  abdominal  reflexes,  epigastric  and  hypogastric, 
were  present  on  each  side. 

Vasomotor     and     trophic     phenomena. — None     except 
general  wasting. 

"  Electrical  reactions. — Muscles  reacted  to  a  strong 
faradic  current. 

"  On  asking  him  to  get  out  of  bed  he  did  so  in  a  bent 
forward  condition,  and  then  straightened  himself  up  with 
a  jerk,  throwing  his  shoulders  back  as  in  a  case  of  pseudo- 
hypertrophic muscular  dystrophy.  If  seated  he  rises  with 
difficulty,  climbs  up  along  his  thighs,  and  gets  his  back 
straightened.  Once  straight  he  can  walk  fairly  well.  The 
lower  part  of  his  back  was  kept  absolutely  rigid,  and  he 
could  make  no  attempt  at  bending  his  back  when  asked  to 
stoop.  Tender  on  pressure  over  lumbar  region  and  upper 
part  of  sacrum,  though  pressure  elsewhere  on  spine  gave  no 
pain.  There  was  a  suspicion  of  superficial  oedema.  No' 
evidence  of  any  abscess  formation  in  either  iliac  fossa. 

"  He  goes  down  stairs  holding  the  banisters,  but  finds 
coming   up  more  difficult. 

"  Diagnosis  appears  to  lie  between  typhoid  spine  (Gibney) 
and  commencing  tubercular  disease.  I  suggested  an  x-ray 
examination." 

The  diagnosis  seemed  to  me  to  lie  between  a  toxic  peripheral 
neuritis,  a  tuberculosis  of  the  sacro-iliac  synchondrosis, 
and  "typhoid  spine."  With  the  view  of  clearing  it  up, 
Dr.  W.  Geoffrey  Harvey  took  an  x-ray  photograph  on  Satur- 
day, December  21st.    He  reported  to  me  in  the  following  terms  :— 

"  There  is  a  quite  observable  osteo-periosteitis  on  the  left 
side  of  the  third  lumbar  vertebra  spreading  down  to  the 
fourth.  This  seems  to  be  in  accordance  with  the  pathology 
(so  far  as  I  know  it)  of  '  typhoid  spine.'  I  would  consider 
the  radiographic  finding  to  be  opposed  to  the  diagnosis  of 
tubercular  disease — at  any  rate,  I  have  never  seen  a 
similar  condition  in  caries,  or,  indeed,  a  similar  radiograph;; 
in  my  opinion,  the  appearances  are  strongly  against  a  tuber- 
cular hypothesis." 

The    diagnosis    being  now   cleared    up,    the   prognosis: 
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a.  Third  lumbar  vertebra  showing  periosteal  mischief. 
h.  Intervertebral  space  tilled  up  by  inflammatory  changes, 
c.  Fourth  lumbar  vertebra,  upper  half  affected. 
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and  treatment  became  easy.  The  former  was  favourable, 
but  the  opinion  was  given  that  recovery  would  be  slow. 
As  a  matter  of  fact,  it  was  not  complete  until  the  begin- 
ning of  March.  Treatment  consisted  in  rest  to  the  spine, 
with  massage  of  the  back  and  lower  limbs.  The  "bowels 
were  kept  moving  by  compound  cascara  tablets  taken  as 
required,  and  for  four  days  out  of  every  seven  a  tonic 
mixture  containing  in  each  dose  four  minims  of  liquor 
strychninoe. 

That  this  was  an  example  of  the  rare  complication  or 
sequel  of  enteric  fever  which  was  first  described  in  1889 
by  Dr.  Gibney,  of  New  York,  in  a  communication  to  the 
American  Orthopfedic  Association  under  the  name  of 
"  the  typhoid  spine  "  there  can  be  no  doubt.  The  sym- 
ptoms and  course  of  the  affection,  and,  above  all,  the 
a"-ray  photograph  taken  by  Dr.  Harvey,  render  the 
diagnosis  absolutely  certain.  In  fact,  the  clinical  picture 
of  the  condition  is  clearer  and  more  convincing  in  Mr. 
C.  D.'s  case  than  in  some  of  the  examples  advanced  by 
Dr.  Gibney,  and,  five  years  later,  in  a  paper'  by  Sir 
William  Osier  on  the  "  Neurosis  following  Enteric  Fever, 
known  as  '  The  Typhoid  Spine.'  "  Dr.  Gibney  described 
four  cases  under  this  title.  He  looked  upon  the  lesion  as 
a  perispondylitis,  "  meaning  an  acute  inflammation  of  the 
periosteum  and  the  fibrous  structures  which  hold  the 
spinal  column  together."  He  stated  that  his  reason  for 
the  use  of  the  term  "  typhoid  spine  "  "  was  the  produc- 
tion of  acute  pain  on  the  slightest  movement,  whether 
lateral  or  forward,  and  the  absence  of  any  marked  febrile 
disturbance  or  neuralgia."  Osier,  while  wishing  not  to  be 
understood  as  holding  that  there  may  not  be  a  perispondy- 

*  The  Johns  Hopkins  Hospital  Reports.  Volume  IV.  No  1.  Report 
on  Typhoid  Fever.     Baltimore  :  The  Johns  Hopkins  Press.     1894, 
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litis,  states  that  in  both  of  his  own  cases  the  general  im- 
pression given  by  the  patients  was  that  they  were  neura- 
sthenic. He  writes: — "I  cannot  help  feeling  that  many 
of  [the  instances  of  typhoid  spine]  are  examples 
simply  of  the  painful  neurosis  formerly  known  as  '  spinal 
irritation  '  and  the  '  railway  spine,'  in  both  of  which  the- 
patient  may  have  pains  on  the  slightest  movement  of  the 
back  or  of  the  legs."  In  the  instance  which  I  now  report 
positive  evidence  of  periosteal  and  osteal  mischief  is 
present — capable  of  demonstration  by  a  diagnostic 
method  unknown  when  Osier  wrote  in  1894 — namely, 
ic-ray  photography. 

Typhoid  spine  is  of  extremely  rare  occurrence.  In  my 
thirteen  years'  tenure  of  office  as  Visiting  Physician  to 
Cork  Street  Fever  Hospital,  Dublin,  I  never  saw  or  even 
heard  of  a  case.  The  present  example  is  the  first  and 
only  one  of  which  I  have  had  personal  knowledge.  In  his 
admirable  work  on  "Infectious  Diseases, "a  Dr.  Claude 
Buchanan  Ker,  Medical  Superintendent  of  the  City  Hos- 
pital, Edinburgh,  writes  : — "I  have  not,  personally,  had 
the  good  fortune  to  see  a  case,  which  suggests  that  this 
sequela  of  enteric  fever  is  rare,  for  the  symptoms  appear 
to  be  far  too  obvious  to  be  overlooked." 

The  most  recent,  and  one  of  the  fullest  contributions  to 
the  literature  of  typhoid  spine  is  an  article  by  R.  J. 
Weissenbach  and  J.  Bonheure,  which  was  published  in 
the  Gazette  des  Hopitaux,  Paris,  1912,  tome  LXXXV., 
page  1775,  and  abstracted  by  Dr.  F.  R.  B.  Atkinson  in 
the  Medical  Chronicle,  March,  1913,  page  350.  The 
bibliography  appended  to  this  article  includes  100  cases  of 
the  affection;  only  one  case  proved  fatal,  and  in  it  the 

•  Oxford  Medical  Publications.     London  :  Henry  Frowde  and  Hodder  & 
Stoughton.     1909.     Page  277. 
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autopsy  revealed  periosteitis  of  the  dorsal  spines  with  an 
obscure  lesion  of  the  cord.  In  76  per  cent,  of  the  cases 
the  patients  were  aged  between  fifteen  and  thirty-five 
years.  The  condition  occurs  most  commonly  (65  per 
cent.)  during  or  shortly  after  convalescence.  In  the 
majority  of  instances  (80  per  cent.)  the  lesion  is  situated 
in  the  lumbar  region  :  in  two  cases  it  attacked  the  cervical 
part  of  the  vertebral  column.  Kadiograj)hy  shows  the 
normally  clear  space  corresponding  to  the  intervertebral 
disc  to  be  occupied  by  a  dense  shadow.  The  peri -verte- 
bral tissue  is  much  altered  in  appearance.  The  transverse 
apophyses,  the  ligaments,  and  the  vertebral  bodies  seem 
to  be  surrounded  by  a  zone  of  ossification.  Lesions  of  the 
vertebral  bones  are  less  constant,  but  they  may  show  an 
increased  density. 


Dr.  Drury  said  that  the  first  case  illustrated  the  ten- 
dency which  there  is  in  light  cases  of  enteric  to  relapse. 
The  lightness  of  the  cases  was  shown  by  the  fact  that  there 
was  never  any  hsemorrhage,  which  suggested  that  the  ulcera- 
tion was  not  very  deep.  He  did  not  suggest  that  heavy  cases 
did  not  relapse,  but  he  considered  it  more  likely  to  occur  in 
the  mild  cases. 

Professor  ^NIcWeeney,  referring  to  the  first  case,  asked  if 
the  Widal  reaction  was  done  on  more  than  one  occasion; 
as  there  were  three  or  four  distinct  relapses  it  would  have 
been  interesting  to  see  if  there  were  any  fluctuations  in  the 
agglutinating  power  of  the  serum.  He  agreed  that  the 
attacks  of  jaundice  were  due  to  infection  of  the  bile  passages 
with  Bacillus  typhosus. 

Dr.  Finny  discussed  the  question  of  relapse  and  how 
relapses  came  about.  He  said  that  some  soldiers  who  had 
been  inoculated  against  typhoid  had,  shortly  after  inocula- 
tion, been  exposed  to  infection  and  had  contracted  very 
severe  typhoid.  The  more  recently  inoculated  cases,  in  fact, 
seemed  to  suffer  most.  He  drew  a  parallel  between  this  and 
relapses. 


TESTS   FOR  LIVER  FUNCTION. 

By  G.  E.  NESBITT,   M.B.,  F.E. C.P.I. ; 

Assistant  Physician  to  the  Richmond,  Whitworth  and  Hardwicke 
Hospitals,  Dublin. 

[Read  in  the  Section  of  Medicine,  May  16,  1913.] 

In  bringing  forward  this  subject  I  wish  to  ask  for  such 
indulgence  as  may  be  granted  to  a  "  preliminary  commu- 
nication "  for  the  reason  that  the  material  and  opportu- 
nities  at  my  command  have  not  yet  been  sufficient  to 
enable  me  to  form  a  final  judgment  as  to  the  value  of 
these  tests. 

Amongst  similar  investigations  of  the  functions  of 
various  organs  they  occupy  a  prominent  place  in  routine 
clinical  examination  at  the  Continental  schools.  But, 
with  the  exception  of  an  occasional  case  of  special  in- 
terest, I  believe  that  no  such  systematic  methods  have 
been  adojDted  here. 

Considering  the  number  and  complexity  of  its  various 
functions,  the  liver  works  in  a  curiously  silent  and  un- 
obtrusive fashion.  Beyond  a  few  conditions  where  very 
gross  evidence  of  disease  is  apparent,  we  have  little  infor- 
mation at  hand  as  to  how  this  organ  is  conducting  any,  or 
all  of  its  vital  duties.  This  difficulty  is  quite  obvious  in 
text-book  as  w^ell  as  at  the  bedside,  where  we  find  full  de- 
scriptions of  organic  diseases  of  diverse  types,  but  little  or 
nothing  as  to  the  disturbance  of  function  arising  there- 
from, and  often  nothing  at  all  concerning  "  functional," 
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as  opposed  to  "  organic  "  affections.  It  is  a  firmly-rooted 
idea  with,  at  any  rate,  the  valetudinarian  layman  that 
many  and  varied  symptoms  are  due  to  ' '  the  liver  being 
out  of  order,"  and  though  we  are  apt  to  discredit  the  idea 
in  the  majority  of  cases,  it  is  not  difficult  to  imagine,  on 
brief  reflection,  that  the  view  is  not  entirely  without 
foundation. 

Murchison's  classical  work  on  this  subject  is  probably 
still  unsurpassed,  but  it  may  be  questioned  whether  he  has 
not  gone  too  far,  and  attributed  to  derangement  of  liver 
function  symptoms  which  should  be  ascribed  to  interfer- 
ence with  other  organs. 

The  four  tests  which  I  have  employed,  and  which  I 
shall  now  describe,  will  be  seen  to  depend  upon  three 
important  functions  of  the  liver — i.e.,  metabolism  of 
sugars,  the  assimilation  of  protein-substances  such  as 
amino-acids,  and  the  excretion  of  waste  bile  pigments.  In 
some  cases  these  tests  have  been  founded  on  recent  de- 
velopments of  physiology,  and,  it  may  be,  will  prove  at 
variance  with  some  hitherto  established  views.  In  the 
first  three,  at  any  rate,  the  principle  is  simple.  Certain 
substances  are  administered  to  the  patient,  and  the  sub- 
sequent effect  on  the  urine  noted. 

LcEvulose  and  Galactose  Tests. — These  sugars  have 
been  adopted  instead  of  gluc6se  in  examining  for  liver 
function,  in  consequence  of  the  fact  noted  by  Bauer,  of 
Vienna  (to  whom  I  am  indebted  for  my  first  acquaintance 
with  these  and  numerous  other  suggestive  methods),  that 
considerable  tolerance  for  glucose  can  exist  with  marl^ed 
organic  liver  disease.  When  we  remember,  on  the  one 
hand,  that  the  tissues  may  be  capable  of  destroying  even 
an  unusually  large  amount  while,  on  the  other  hand, 
disease  of  the  pancreas  will  cause  its  too  ready  appear- 
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ance,  the  nselessness  of  glucose  as  a  pure  liver  test  is^ 
apparent.  Bauer  further  noticed  that  in  a  case  of  cirr- 
hosis with  glycosuria  the  sugar  was  not  glucose  but 
galactose,  and  in  this  case,  on  stopping  milk  in  the  diet, 
the  sugar  disappeared  from  the  urine.  The  reason  may- 
be that  both  galactose  and  hi'vulose  are  normally  altered  in 
the  liver  to  glucose  before  conversion  into  glycogen,  and 
if  the  liver  is  not  healthy  this  conversion  cannot  occur. 
Whether  this  be  true,  clinical  evidence  shows  that  these 
sugars  will  pass  through  where  glucose  is  retained. 

LcEvulose  Test.— 100  grm.  of  Isevulose  is  given  on  an 
empty  stomach  in  the  morning  in  tea,  and  the  urine  for 
some  hours  examined  by  Fehling  or  other  sugar  tests. 
Any  trace  of  sugar  indicates  liver  disturbance  of  some 
kind,  though  the  test  is  useless  for  the  purj)ose  of  differen- 
tiating the  disease.  It  is  an  extremely  delicate  test,  but 
has  two  objections — the  amount  of  sugar  given  is  exces- 
sive, and  in  quite  a  number  of  cases  results  in  vomiting  or 
diarrhoea.  This  may  be  got  over  to  some  extent  by  wash- 
ing out  the  bowel  the  previous  night  and  giving  a  dose  of 
opium ;  but  this  objection  seems  too  great  for  its  use  as  a 
routine  test.  Secondly,  it  is  positive  in  about  10  per  cent, 
of  normal  cases,  and  alone  has  not  a  great  clinical  value. 

Galactose  Test. — 40  grm.  of  galactose  are  given  in  the 
same  way  as  before.  The  dose  is  smaller,  not  very  sweet, 
and,  as  I  have  ascertained  by  personal  experiment,  quite 
easily  taken.  The  urine  is  collected  hourly,  and  in 
normal  cases  will  show  the  presence  of  sugar  for  at  most 
one  or  two  hours.  Total  output  under  1  grm.  In  certain 
cases  of  liver  disease — i.e.,  cases  where  general  cell  as 
apart  from  local  lesions  are  present — galactose  is  elimi- 
nated for  six  or  more  hours,  the  total  quantity  reaching 
in  some  cases  as  much  as  20  grms. 
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For  example,  the  test  will  be  found  positive  in  such 
cases  as  cirrhosis  of  all  varieties,  toxic  forms  of  icterus 
(including  catarrhal  jaundice,  nov^'  regarded  as  a  toxic 
affection  of  the  liver,  degenerative  conditions,  such  as 
phosphorus  and  chloroform  poisoning  and  acute  yellow 
atrophy,  general  syphilitic  disease  of  liver,  and  fatty  de- 
generation. Further,  and  an  important  point  in  differen- 
tial diagnosis,  a  positive  result  may  be  frequently  obtained 
before  physical  signs  of  any  kind  develop.  On  the  other 
hand,  local  lesions  in  the  liver  give  a  negative  result — 
e.g.,  obstructive  icterus,  tumours  of  all  kinds,  and  two 
conditions  wdiere  one  perhaps  might  have  expected  other- 
wise, chronic  passive  congestion  and  amyloid  disease.  The 
only  objection  that  I  have  met  with  in  using  the  test  is 
that  pure  galactose  is  somewhat  expensive.  One  might, 
however,  substitute  lactose  in  a  larger  dose,  owing  to  the 
splitting  in  the  intestine  of  this  sugar  into  glucose  and 
galactose. 

Amino-acid  Test. — This  test,  though  somewhat  more 
troublesome  to  carry  out,  has  been  of  most  interest  to  me, 
and  has  indeed,  I  believe,  given  the  most  satisfactory  re- 
sults. To  give  an  adequate  description  of  its  rationale 
involves  an  excursion  into  the  current  theories  and  de- 
velopments of  the  physiology  of  protein  metabolism, 
which  extremely  interesting  though  it  may  be,  I  trust  I 
may  be  pardoned  for  omitting  on  this  occasion.  In  brief, 
it  depends  on  the  fact  that  after  a  dose  of  amino-acids 
they  appear  in  but  small  traces  in  the  urine  in  normal 
cases,  whereas  a  substantial  quantity  can  be  recovered 
from  cases  with  liver  disturbance.  The  experiment  con- 
sists in  giving  10  grm.  of  glycocoll  or  amino-acetic  acid 
(CH2NH2COOH),  one  of  the  simplest  of  the  amino- 
acids  or  end-products  of  protein  digestion.     Normally  this 
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causes  no  increase  in  the  urinary  output  of  amino-acid  (as 
I  have  had  the  satisfaction  of  demonstrating  in  my  own 
person),  but  in  disturbed  conditions  of  liver  function  a 
substantial  increase  (even  up  to  5  grm.)  may  be  found. 
The  method  of  estimating  is  slightly  tedious,  and  is  a 
modification  of  Henrique's.  As  regards  its  accuracy  I 
v^^as  extremely  gratified  to  find,  on  checking  it  with  a 
known  quantity  of  amino-acid,  that  it  left  nothing  to  be 
desired,  the  very  small  discrepancy  being  quite  explicable 
by  my  own  want  of  skill  in  technique. 

50  c.c.  of  urine  are  taken  from  a  twenty-four  hours 
specimen,  10  c.c.  of  95  per  cent,  alcohol  added  to  prevent 
undue  frothing,  and  30  c.c.  S.S.  Ba(0H)2  solution.  By 
the  pump  NHs  is  drawn  over  and  caught  in  25  c.c.  deci- 
normal  H2SO4.  By  subsequent  titration  with  deci-normal 
NaOH  the  total  N  in  the  form  of  NH3  may  be  easily 
ascertained,  as  in  the  Kjeldahl  estimation,  and  this  is  an 
important  side  issue.  At  the  end  of  about  half-an-hour 
what  remains  in  the  flask  is  made  up  to  250  c.c.  with  dis- 
tilled water.  50  c.c.  of  this  are  taken,  neutralised  with  one- 
fifth  normal  HCl,  and  10  c.c.  strong  formalin  added.  The 
amino-acid  combines  with  formalin,  forming  a  body  with 
acid  reaction,  and  subsequent  titration  with  deci-normal 
NaOH  will  give  the  amount.  Each  c.c.  of  alkali  =  .0014 
grm.  of  N  as  amino-acid.  Multiply  by  5  (for  orig.  250),- 
which  gives  amount  in  original  50  c.c.  of  urine  used. 
Hence  calculate  the  excretion  per  day.  The  total  amino- 
acid  can  then  be  found  by  simple  comparison  of  atomic 
weights. 

The  process  sounds  difficult,  but  with  a  little  practice  is 
perfectly  simple — not  at  all  beyond  the  resources  of  a 
very  moderate  lal)orator^^ 
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My  results  in  a  few  cases  may  be  of  interest  : — 

I.  Normal  case —  after  10  grms.  glycocoll. 

N  as  ammonia         .48  grm.  .36 

■  N  as  amino-acid     .3  grm.  .3 

II.  Suspected  amyloid  liver  — 

N  as  ammonia         .308  grm.  .49)  , .  ,, 

„  •  -jo^r  nrr    negative  result. 

JN  as  ammo-acid      .245  grm.  .25) 

III.  Suspected  cirrhosis  of  liver — 

N  as  ammonia         .21  grm.  .29)     n     i  ,-   ,  ,, 

AT  •  -J      en,  ^ni    doubtful  result. 

N  as  ammo-acid     .204  grm.  .56) 

The  Aldehyde  Reaction. — The  foregoing  tests  are,  how- 
ever, after  all  but  adaptations  to  clinical  work  of  experi- 
ments that  have  been  performed  for  years  in  physiological 
investigations  bearing  upon  metabolism — the  last  of  my 
series  has  the  merits,  novelty,  simplicity,  and,  I  believe, 
reliability.  If  the  results  obtained  by  those  who  have 
worked  much  with  this  test  can  be  established  and  con- 
firmed we  have  in  the  aldehyde  reaction  a  diagnostic 
method  unsurpassed  by  any  procedure  in  clinical  labora- 
tory work.  Before  entering  upon  the  technique  and  re- 
sults it  is  necessary  to  state  plainly  that  the  test  depends 
upon  what  is  now  becoming  an  established  fact  in  physio- 
logy— namely,  that  urobilin,  which  most  of  us  have 
hitherto  believed  to  be  one  of  the  important  constituents 
to  colouring  matters  of  the  urine,  really  exists  in  normal 
urines  in  very  small  quantities  indeed.  Further,  any 
urobilin  which  is  present  is  derived  by  oxidation  on  stand- 
ing from  a  precursor  called  urobilinogen.  Whence  does 
the  urine  get  this  urobilinogen?  The  modern  view  is 
that  bile  pigment  (bilirubin)  is  acted  upon  in  the  intes- 
tine, mainly  in  the  caecum)  of  organisms  chiefly  of  the 
colon  group,  and  reduced  to  urobilinogen.  Most  of  this 
is  excreted  in  the  fseces  (when  reoxidation  will  often  cause 
a  bright  stool  to  become  brown  on  exposure),  but  some  is 
reabsorbed  or  carried  in  portal  system  to  the  liver,  where 
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the  normal  liver  cells  reconvert  to  bile  pigment.  Hence 
little  or  none  is  allowed  to  pass  through  healthy  livers 
into  the  general  circulation,  but  should  the  liver  cells  be 
defective,  or  should  a  collateral  portal  circulation  be 
developed  it  will  be  obvious  that  considerable  quantities  of 
urobilinogen  may  pass,  and  hence  appears  in  the  urine. 
Now  in  1901  Ehrlich  discovered  that  one  of  his  syn- 
thetic preparations — viz.,  dimethyl-para-amino-benzalde- 
hyde — gave  a  red  colour  wdth  certain  urines.  He  did  not 
appreciate  the  reason,  but  Neubauer,  in  1903,  showed 
that  the  reaction  was  due  to  the  presence  of  urobilinogen. 
This  is  the  "  aldehyde  reaction." 

The  test  solution  is  a  2  per  cent,  solution  of  this 
aldehyde  powder  in  50  per  cent.  HCL,  and  can  be  made 
in  a  moment.  The  addition  of  a  couple  of  drops  of  this 
solution  to  about  5  c.c.  of  urine  produces  in  cases  when 
urobilinogen  is  present  almost  immediately  a  rose-red 
colour.  In  a  few  cases  the  colour  takes  some  minutes  to 
appear.  The  test  is  not  affected  by  any  other  substances 
that  may  be  present,  though,  naturally,  the  result  is 
prettier  in  a  clear  urine.  Spectroscopic  examination 
shows  the  presence  of  two  absorption  bands — an  aldehyde 
band  in  the  yellow,  and  a  urobilin  band  between  green 
and  blue.  It  is  important  that  the  urine  be  examined 
fresh  owing  to  the  alteration  of  urobilinogen  to  urobilin 
on  standing  in  the  air,  but  a  specimen  may  be  kept  some 
time  if  well  corked. 

I  do  not  propose  here  to  discuss  the  chemical  reaction 
of  the  test.  The  most  accessible  information  on  this  point 
will  be  found  in  a  paper  by  Chase  in  the  Journal  of  the 
American  Medical  Association,  1912,  Vol.  II.,  where  an 
excellent  account  of  the  test  is  given  in  full.  I  will  just 
note  two  curious  facts  : — (1)  That  normal  urine  gives  the 
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test  on  boiling,  and  (2)  that  antipyrin  is  the  only  drug 
which  has  been  found  to  produce  a  positive  result. 

Now,  with  regard  to  the  clinical  results  :  Many  urines 
give  a  very  faint  pink  colour,  due,  no  doubt,  to  small 
amounts  of  urobilinogen,  and  in  these  cases  it  is  generally 
easy  to  find  a  satisfactory  reason — e.g.,  constipation,  liver 
congestion,  &c.  This  does  not  constitute  a  positive  re- 
action (the  difference  is  very  obvious),  but  may,  I  think, 
be  very  useful  in  indicating  a  suitable  line  of  treatment. 
I  have  never  obtained  more  than  this  slight  pink  in  really 
healthy  people  ;  frequently  not  a  trace  of  colour  is  present. 

There  is  also  a  slight  possibility  that ,  in  cases  of  marked 
liver  disease — e.g.,  cirrhosis — if  much  diarrhoea  were 
present  bile  pigment  might  be  hurried  out  of  the  intestine 
before  reduction  or  reabsorption  could  occur,  thus  produc- 
ing a  negative  result,  but  the  possibility  is  not  very 
probable. 

With  these  unimportant  exceptions,  the  aldehyde  re- 
action is  found  to  an  extraordinary  degree  with  all  kinds 
of  liver  disturbance — being  best  marked  in  chronic  "passive 
congestion,  cirrhosis,  amyloid  disease,  fatty  degeneration, 
syphilis,  and  tumours. 

The  test  will  not,  of  course,  differentiate  the  type  of 
disease,  but  in  doubtful  or  suspected  liver  cases  wdll  prove 
important  evidence — as  in  many  other  instances  a  negative 
result  being  quite  as  important  as  a  positive ;  indeed,  some 
of  my  best  results  have  been  negative.  Instances  of  this 
will  readily  suggest  themselves — e.g.,  early  cirrhosis, 
ascites,  liver  metastases  in  malignant  cases  before  or  after 
operation,  and  the  onset  of  parenchymatous  degeneration 
in  fevers.  The  result  is  well  marked  in  most  fevers, 
where  a  good  reaction  is  a  bad  sign,  but  often  negative  in 
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typhoid — here  the  appearance  of  a  positive  result   may 
indicate  gall-bladder  trouble. 

Owing  to  its  simplicity  my  experience  with  this  test 
has  been  considerably  larger  than  with  the  others ; 
indeed,  I  employ  it  in  any  case  where  the  liver  is  at  all 
open  to  suspicion.  I  do  not  remember  any  case,  except 
one,  where  the  result  turned  out  to  be  fallacious,  and  in 
a  few  it  was  decidedly  interesting.  Let  me  give  an  in- 
stance : — Dr.  Coleman  kindly  permitted  me  to  examine  a 
case  with  very  marked  ascites ;  the  result  was  negative, 
and  on  confirming  by  the  galactose  test  a  negative  result 
was  also  obtained.  When  I  reported  my  belief  that  the 
liver  was  not  affected,  he  informed  me  that  he  had  just 
come  to  the  same  conclusion  after  tapping  and  obtain- 
ing a  chylous-looking  fluid,  which,  however,  contained 
neither  cells  nor  fat.  Subsequent  autopsy  showed  cancer 
of  the  head  of  the  pancreas  and  peritoneum,  but  in  the 
liver  no  trace  of  disease.  One  hesitates  to  dogmatise  in 
these  days  when  the  theory  and  practice  of  to-day  are 
wiped  out  to-morrow,  but  I  believe  this  test  to  have  a 
very  real  value.  I  strongly  recommend  its  trial— indeed, 
I  will  go  further  and  say  that  I  think  it  should  have  a 
place  in  all  routine  urine-testing,  as  it  already  has  in  many 
of  the  foreign  clinics. 

I  regret  that  my  experience  with  the  other  tests  is  not 
yet  sufficiently  large  to  warrant  the  expression  of  an 
opinion.  I  have,  at  any  rate,  satisfied  myself  as  to  their 
accuracy  with  regard  to  normal  individuals. 

It  is  not  easy  to  obtain  a  supply  of  suitable  cases  just 
when  one  requires  them,  but  the  results  obtained  hitherto 
lead  me  to  hope  that,  with  extended  opportunities,  my 
experience  will  coincide  with  that  of  other  observers,  who 
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find  these  tests  of  assistance  in  trying  to  illuminate  a  very 
dark  corner  of  our  complex  organism. 


Dr.  Smith  considered  that  caution  should  be  exercised  in 
drawing  any  conclusions  from  risky  tests.  It  would  be 
difficult  to  exempt  any  organ  in  the  abdomen — the  pancreas 
for  instance — from  having  shared  in  the  chemical  changes. 
Every  one  knew  that  attempts  had  been  made  to  demon- 
strate, from  experiments  on  the  urine,  the  existence  of  pan- 
creatic disease.  He,  therefore,  took  exception  to  the  title  of 
the  paper,  and  asked  how  it  could  be  known  that  it  was  the 
function  of  the  liver  and  not  of  the  pancreas.  He  then  re- 
ferred to  the  expense  of  the  experiments,  and  considered 
that  this  would  prohibit  their  use  to  any  large  extent. 

Professor  McWeeney  felt  that  Dr.  Nesbitt  was  going  on 
the  right  lines.  Attacks  of  the  liver  are  found  very  difficult 
to  explain,  and  in  order  to  arrive  at  a  better  understanding 
as  to  what  is  going  on  it  would  seem  desirable  to  test  how 
the  liver  performs  its  functions.  With  regard  to  the  testing 
the  capacity  of  the  liver  to  deal  with  sugars,  he  remem- 
bered the  development  of  this  question  since  Straus  brought 
it  forward  in  1897,  and,  so  far  as  he  recollected,  the  best 
reason  for  using  laevulose  as  a  test  of  the  adequacy  of  the 
Hver  is  that  laevulose  is  capable  of  being  used  by  the  Hver 
alone,  whereas  galactose  is  capable  of  being  used  by  the 
muscles  also.  The  chief  reason  for  using  galactose  was  that 
the  dose  was  considerably  smaller.  He  submitted  that  in  a 
severe  case  of  liver  inadequacy  the  sugar  appeared  earher  in 
the  urine  than  it  did  if  the  hver  was  not  so  much  out  of 
order.  The  time  of  collection  of  the  urine  after  the  adminis- 
tration of  the  test  was,  therefore,  of  importance. 

Dr.  Nesbitt,  in  replying,  said  he  could  not  state  the  re- 
lationship between  the  liver  function  and  the  pancreas,  but 
if  it  could  be  shown  that  these  tests  were  positive  in  a 
number  of  cases,  and  it  could  be  demonstrated  that  in  these 
cases  the  liver  was  diseased,  something  was  gained.  He  sub- 
mitted that  these  tests  would  show  whether  the  liver  was 
normal  or  not. 
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Friday,  November  1,  1912. 

The  President  (J.  O 'Carroll,  M.D.)  in  the  Chair. 

"  Vitalism  "  in  Practical  Medicine. 
The    President    dehvered    an    Opening    Address    on    this 
subject.     See  page  1,  ante. 


Friday,  December  6,  1912. 
The  President  in  the  Chair. 

Insular     Sclerosis. 

Dr.  Dempsey  showed  two  cases  of  this  condition.  M.,  aged 
seventeen,  schoolboy.  His  parents,  brothers,  and  sisters 
are  all  healthy.  Last  January  (1912)  he  noticed  that  he 
"  made  mistakes  "  in  walking,  inclined  to  stumble  when 
turning  sharply,  walking  tired  him  more  than  formerly. 
About  the  same  time  occipital  headache  set  in  moderately 
severe,  constant,  worse  in  the  morning.  After  the  first  few 
weeks  the  trouble  in  the  legs  ceased  to  progress.  On 
admission  to  the  Mater  Hospital  on  November  7th, 
1912,  he  appeared  a  healthy,  well-grown  lad  for  his  age. 
He  walked  a  little  stiffly,  but  there  was  no  decided 
ataxia.  Eomberg's  sign  moderately  marked.  No  loss  of 
power  in  the  legs ;  no  sensory  disturbance ;  knee-jerks  in- 
creased ;  Babinski  absent ;  no  ankle  clonus ;  plantar,  crema- 
steric, and  abdominal  reflexes  present;  no  trophic  dis- 
orders ;  no  sphincteric  derangement.  With  the  exception  of 
well-marked  lateral  nystagmus,  eyes  normal;  discs  normal; 
hearing,  smell,  taste  noi'mal;  arms  unaffected;  no  tremor; 
intellectual  condition  good.     The  chief  positive  points  in  the 
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case  are:— (1)  The  age  (seventeen  years)  of  the  patient;  (2) 
mcreased  knee-jerks;  (3)  Eomberg's  sign;  (4)  nystagmus. 
Negative  points— (1) .  Absence  of  any  real  paralysis ;  (2) 
absence  of  tremor;  (3)  no  pallor  of  optic  discs.  The  com- 
bination of  the  spinal  symptoms  and  the  nystagmus  lead 
him  to  regard  the  case  as  an  early  one  of  insular  sclerosis. 
B.,  aged  eighteen,  messenger  boy.  His  parents,  brothers, 
and  sisters  are  all  healthy.  The  patient  always  enjoyed 
good  health.  He  was  operated  on  for  radical  cure  of  femoral 
hernia  in  June,  1909.  The  operation  was  successful,  but  two 
months  later  he  noticed  his  left  leg  getting  stiff.  The  left 
hip  joint  became  very  painful,  and  there  were  frequent 
cramps  in  the  left  calf.  The  pains  gradually  lessened,  and 
disappeared  in  the  course  of  a  few  months,  but  the  stiffness 
in  the  leg  increased.  Some  six  months  later  the  right  leg 
was  attacked  by  the  stiffness,  but  only  to  a  sHght  extent. 
Present  condition.— Leit  leg  rigid  and  foot  scrapes  the 
ground  in  walking.  Eight  leg  similarly  affected,  but  to  a 
much  less  extent.  Both  knee-jerks  greatly  increased. 
Ankle  clonus  and  Babinski  on  both  sides.  Plantar,  crema- 
steric, and  abdominal  reflexes  lost;  little  real  loss  of  power, 
the  difficulty  in  walking  being  due  almost  entirely  to  the 
rigidity  of  the  left  leg.  Amas  unaffected.  No  disturbance 
of  sensation  or  of  sphincters.  Occasional  sHght  nystagmus ; 
optic  discs  normal;  no  tremor.  This  case  differs  from  the 
preceding  chiefly  in  the  much  greater  prominence  of  the 
spastic  symptoms  and  the  absence  of  ataxia.  The  nys- 
tagmus is  also  much  less  marked. 

Some   Methods  of  Treating  Pulmonary   Tuberculosis. 
Dr.   Crofton  read  a  paper  on  this  subject.     See  page  15, 
ante. 


Friday,   January   31,    1913. 

The  President  in  the  Chair. 

A    Case    of   Polycythcemia. 
Dr.  O'Carroll  showed  a  man,  aged  fifty-seven,  the  subject 
of     polycythemia.       He     is     a     Corporation     labourer— a 
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scavenger — of  middle  height,  and  distinctly  stout.  On  ad- 
mission to  the  Eichmond  Hospital,  on  the  28th  of  Novem- 
ber, 1912,  he  was  wandering  slightly  in  mind,  was  very 
short  in  breath,  and  had  the  deep  purple  colour  of  a  very 
ripe  plum.  During  the  month  before  admission  he  had 
noticed  some  slight  swelling  (oedema)  of  the  feet.  He  had 
had  some  cough  and  slight  expectoration.  The  only  pertinenl 
fact  in  his  previous  history  was  that  he  had  taken  alcohol 
freely.  He  had  been  brought  to  the  hospital  by  a  friend, 
but  he  himself  quite  disclaimed  any  idea  of  his  being  ill. 
He  moved  about  briskly  in  bed  to  facilitate  examination 
without  any  appreciable  increase  in  his  dyspnoea.  Physical 
examination  of  routine  kind  showed  little  except  that  the 
cyanosis  was  present  over  the  body,  though  to  a  less  degree 
than  in  the  face  and  neck;  that  there  was  a  trace  of 
albumen  in  the  urine;  and  that  there  was  a  moderate  effu- 
sion in  the  right  pleural  cavity.  But  for  his  extraordinary 
assurance  that  he  was  quite  well,  he  looked  as  if  he  had  not 
an  hour  to  live.  About  forty  ounces  of  clear  fluid  were 
withdrawn  from  the  right  pleura,  and  he  was  kept  under 
almost  continuous  inhalation  of  oxygen.  Next  day,  no  very 
marked  alleviation  in  his  appearance  or  symptoms  having 
occurred,  ten  ounces  of  blood  were  withdrawn  from  the 
basilic  vein,  and  the  administration  of  oxygen  was  con- 
tinued. On  his  fourth  day  in  hospital  a  blood  count  showed 
7,500,000  red  cells  per  cubic  m.m.  with  haemoglobin  105 
per  cent.  Ten  ounces  of  hypertonic  saline  solution  were 
injected  into  the  pectoral  region,  and  the  oxygen  was  con- 
tinued. He  was  again  wandering  in  mind  and  unconscious 
of  his  surroundings.  Two  days  later  he  was  again  bled  to 
the  amount  of  ten  ounces,  oxygen  being  continued.  Next 
day  a  little  over  forty  ounces  of  clear  fluid  were  taken 
from  the  right  pleural  cavity.  An  exploratory  puncture 
of  the  abdomen  gave  no  result.  A  blood-count  on  the 
5th  of  December  gave  3,800,000  red  and  7,000  white 
ceils,  and  haemoglobin  about  nonnal.  No  abnormal  forms 
were  found.  He  was  quite  reasonable,  and  apparently 
comfortable.  On  the  7th  of  December  oxygen  was  dis- 
continued. Thirty-six  hours  later  a  blood-count  gave  about 
7,000,000    red    cells.      Thirty-five    ounces    were    withdrawn 
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from  the  right  side  of  the  chest.  He  was  again  oxygenated 
for  three  days,  and  the  red  cells  fell  to  3,500,000.  On  the 
13th  of  December  fifty  ounces  were  taken  from  right  pleura. 
On  the  16th  of  December,  7,450,000  red  cells;  on  the  19th 
9,250,000;  on  the  31st  6,250,000;  on  the  15th  of  January 
this  year  5,500,000;  on  the  22nd  of  January  6,500,000.  One 
examination  of  the  specific  gravity  of  the  blood  showed  that 
it  was  distinctly  above  normal.  On  the  16th  of  January  an 
jc-ray  examination  by  Dr.  Watson  showed  apparent  dilata- 
tion of  the  aortic  arch  appreciable  both  to  right  and  left 
of  the  sternum.  There  is  no  abnormality  of  the  pupils,  no 
aphonia,  no  tracheal  tugging,  no  pain,  no  disparity  in  the 
radial  pulses,  and  no  sign  of  undue  rigidity  of  the  arteries. 
He  has  been  up  and  about  for  the  past  month;  shows  no 
distress  or  dyspnoea,  but  looks  as  if  he  were  again  becoming 
unduly  plethoric. 

Dr.  Moorhead  said  he  was  struck  with  the  variation  in 
the  number  of  red  cells  in  proportion  to  want  of  oxygen. 
His  experiences  in  cases  of  chronic  heart  disease  was  that 
the  number  of  red  cells  were  found  to  be  greatly  increased. 
He  did  not  regard  polycythaemia  as  any  explanation  of  the 
symptoms,  but  was  inclined  to  look  on  it  only  as  itself  a 
symptom. 

Foot  and  Mouth  Disease  in  Man:  Aphthous  Fever. 
Dr.  C.  M.  O'Brien  read  a  paper  on  this  subject.     See  page 
31,  ante. 

Early   Tabes  Dorsalis. 
Dr.  T.  Gillman  Moorhead  described  a  typical  case  of  tabes 
dorsahs  occurring  in  early  life.     See  page  38,  ante. 


Friday,  February  28,  1913. 

The  President  in  the  Chair. 

The   Coeliac  Affection. 
Dr.  Drury  read  a  paper  on  a  case  of  "  the  cceUac  affection." 
See  page  42,  ante. 
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A  Case  of  Tabes  Dorsalis   (?)    u-ith  Spinal  Lesion. 

Dr.  Purser  described  a  case  of  this  condition.     See  page  52 
ante. 


Fridaij,    April  4,    1013. 

The  President  in  the  Chair. 

Rcmarl-s  on  a  Case  of  Spleno-Medidlary  Lcukcemia. 
(Lantern). 
Dr.   ^Igorhead  reported  a  case  of  this  condition  occurring 
m  a  boy  aged  eleven,  who  was  treated  by  x-ravs.       At  the 
beginning    of    the    treatment    the    white    cells    numbered 
325,000  per  c.mm.,  and  the  red  cells  1,735,000  per  c.mm 
and  the  boy's  weight  was  5i  stone.    After  five  weeks'  treat- 
ment, with  exposure  of  five  minutes  every  third  day    the 
white  cells  had  sunk  to  19,600,  the  red  cells  had  increased 
to   3,217,000   and   the  weight  was  6st.  41bs.     At  the   same 
time  the  spleen  had  diminished  considerably  in  size,   and 
the  general  health  was  much  improved.     The  a;-ray  treat- 
ment was  now  unavoidably  discontinued,  and  a  month  later 
a  severe  relapse  was  found  to  have  taken  place,  the  white 
cells  having  gone  up  to  192,000  per  c.mm.     Shortly  after- 
wards  symptoms  of   miliary    tuberculosis    supervened,    and 
death  occurred  exactly  four  months  after  the  case  was  first 
seen.     In  spite  of  the  apparent  immediate  beneficial  effect 
of    the    a:;-ray    course    the    rapid    termination    of    the    case 
suggested  that  possibly  the  effects  of  tc-rays  were  not  really 
remedial,  and  that  as  a  result  of  their  use  the  resistance  to 
tubercular    infection   in     leukemic     cases    was    diminished. 
This    suggestion    is    supported    by    the    records    of    other 
leukaemia    cases  in  which  similar  treatment    had  been  em- 
ployed. 

Professor  E.  J.  jMcWeexey  said  he  was  surprised  at 
the  diminution  in  the  number  of  the  white  cells  and  in  the 
size  of  the  spleen  in  a  number  of  cases  of  spleno-medullary 
leukaemia  after  a;-ray  treatment.  He  suggested  that  this 
would  indicate  that  the  spleen  in  this  condition  had  some- 
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thing  to  do  with  the  pouring  out  of  the  white  cells  into  the 
circulation.  A  point  that  struck  him  was  the  absence  of 
granular  cells  which  was  met  with  in  a  great  many  cases. 
Erhlich  indicated  that  a  large  number  of  eosinophile  cells 
was  thought  to  be  the  most  marked  feature  in  leukemia, 
but  he  (Professor  McWeeney)  was  struck  with  the  difficulty 
of  demonstrating  such  a  feature  in  practice. 

Dr.  Hayes  referred  to  his  experience  in  the  treatment  of 
several  cases,  and  said  that  he  had  found  that  there  generally 
came  a  time  when  cc-ray  exposure  had  absolutely  no  effect 
no  matter  how  long  or  regularly  it  was  continued. 

Dr.  Moorhead,  replying,  said  he  was  a  little  sceptical  as 
to  whether  a;-ray  was  the  right  treatment,  and  was  hopeful 
that  he  might  have  got  some  information  as  to  some  other 
forms  of  treatment. 

Iodoform  and  Benzoyl  Chloride  in  Pulmonary  Tuhercidosis : 

a    Criticism. 
Dk.  J.  B.  Coleman  read  a  paper  criticising  the  treatment  of 
pulmonary   tuberculosis   by   iodoform    and   benzoyl    chloride. 
See  page  58,  ante. 


Friday,  May  16,  1913. 
Dr.  H.  C.  Drury  in  the  Chair. 

Two  Unusual  Cases  of  Enteric  Fever. 

Sir  John  IMoore  described  two  cases  of  enteric  fever,  pre- 
senting unusual  features.     See  page  66,  ante. 

Tests   for   Liver   Function. 

Dr.  Nesritt  gave  an  account  of  four  tests  for  liver  function. 
See  page  78,  ante. 
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A  CASE  OF  CEEEBELLAE  TUMOUR. 
By  ADAMS  A.  McCONNELL,   M.B.,  F.E.C.S.I.  ; 

Assistant-Surgeon,  Richmond  Hospital,  Dublin. 
[Read  in  the  Section  of  Surgery,  October  25,  1912.] 

The  history  of  the  case  which  I  present  to  yon   is  as 
follows  : — 

Case. — The  patient,  Mrs.  C.  M.,  aged  forty,  was  admitted 
to  the  Whitworth  Hospital,  under  the  care  of  Dr.  Travers 
Smith,  who  transferred  her  to  the  Richmond  Hospital  for 
surgical  treatment.  She  complained  of  severe  headache, 
impaired  vision  and  increasing  difficulty  in  using  her  right 
arm  and  leg.  She  stated  that  on  several  occasions,  when 
about  her  ordinary  household  duties,  she  was  overcome  by  a 
sudden  giddiness,  in  which  the  room  seemed  to  whirl  round 
her,  and  which  made  it  impossible  to  stand  on  her  feet. 
She  usually  vomited  and  momentarily  lost  consciousness 
during  these  attacks.  After  admission  to  hospital  she  had 
several  attacks  of  vertigo,  but  as  she  was  confined  to  bed 
we  could  form  no  judgment  of  its  effect  on  her  equilibrium. 
The  headache  was  frontal  and  of  extreme  severity ;  it  came 
on  at  various  hours  during  both  day  and  night,  and  was  only 
relieved  by  morphine.  The  chief  cause  of  anxiety  to  the 
patient  was  the  diminishing  power  of  vision.  When  she 
came  under  observation  the  left  eye  was  absolutely  bhnd, 
but  she  could  see  fingers  at  a  distance  of  one  foot  with  the 
right.  The  right  pupil  was  normal  in  size  and  reacted  to 
light,  whereas  the  left  was  moderately  dilated  and  showed 
no  reaction.  There  was  some  power  of  accommodation  in 
the  right  eye,  but  none  in  the  left.  Ophthalmoscopic  ex- 
amination revealed  the  presence  of  double  choked  disc, 
worse   on   the   left   side.      Owing   probably   to   her  deficient 
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vision  we  could  not  elicit  nj'stagmus.  The  patient  had  had 
attacks  of  vomiting,  which  occun-ed  without  relation  to  the 
taking  of  food  and  without  any  premonitory  nausea. 

She  walked  with  a  shufifling,  staggering  gait,  but  did  not 
show  any  tendency  to  fall.  As  a  rule  her  course  deviated  to 
the  left  side,  but  on  one  or  two  occasions  she  walked  towards 
the  right.  She  could  stand  quite  steadily  with  the  heels 
together  and  the  eyes  closed.  Examination  of  the  motor 
mechanism  elicited  no  loss  of  power  of  the  right  arm  and 
leg.  There  was  marked  inco-ordination  on  attempting  rapid 
pronation  and  supination — "  diadococinesia  " — which  was 
especially  evident  in  the  left  arm.  The  knee-jerks  wero 
slightly  increased  on  both  sides.  Ankle-clonus  ainl 
Babinski's  sign  were  absent.  Kernig's  sign  was  present  on 
both  sides.  The  head  was  held  direct  and  did  not  incline  to 
one  side  more  than  to  the  other.  Tactile  sensation  was 
somewhat  diminished  over  vague  areas  of  the  lower  limb, 
and  the  power  of  localisation  of  sensations  considerably  less 
than  normal. 

The  presence  of  double  optic  neuritis,  the  non-reacting 
pupil  on  the  left  side,  and  a  ringing  sound  in  the  left  ear, 
designated  by  the  patient  "  the  dead  bell,"  indicated  the 
involvement  of  the  second,  third,  and  possibly  the  eighth 
cranial  nerves,  while  the  other  cranial  nerves  were  appar- 
ently normal.  During  her  fourth  week  in  hospital  the 
patient  became  subject  to  seizures,  in  which  the  muscles 
were  tonically  contracted,  the  teeth  clenched,  and  the  lips 
covered  with  froth.  In  each  of  these  attacks  she  frequently 
sneezed.  Each  fit  lasted  for  about  two  minutes,  and  then 
passed  away,  leaving  the  patient  in  an  exhausted  condition. 
Her  general  mental  state  was  depressed,  and  she  lay  in  bed 
in  a  stuporose  condition,  from  which  she  could  be  easily 
roused.  She  never  spoke  spontaneously.  Pulse,  tempera- 
ture, and  respirations  were  normal. 

There  is  nothing  of  note  in  the  family  history,  nor  is  there 
any  clear  indication  of  syphilitic  infection.  Wassermann  re- 
action negative. 

With  such  well-marked  headache,  vomiting,  optic 
neuritis  and  lowered  mentality  there  was  no  difficulty  in 
cominn-  to  a  diagnosis  of  intracranial  tumour.  The  pre- 
sence of  the  staggering  gait  and  vertigo,  the  early  and 
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rapid  onset  of  optic  neuritis,  the  sudden  incidence  of  optic 
atrophy,  and  the  presence  of  diadococinesia  made  it 
probable  that  the  cerebellum  was  the  site  of  the  lesion. 
This  view  was  supported  by  the  occurrence  of  the  seizures 
in  which  all  the  muscles  were  thrown  suddenly  into  tonic 
contraction.  The  absence  of  clonus  served  to  differentiate 
these  attacks  from  those  due  to  cortical  lesions.  Accord- 
ing to  Stewart  and  Holmes  such  tonic  seizures  are 
probably  due  to  an  irritative  lesion  of  the  cerebellum,  and 
are  never  present  in  forebrain  lesions.  The  fact  that  the 
patient  sneezed  repeatedly  in  each  attack  may  have  indi- 
cated some  irritation  of  the  receptor  nuclei  of  the  fifth 
cranial  nerve  or  of  the  expiratory  centre  in  the  medulla. 
The  presence  of  tinnitus  is  of  little  import  unless  it  is  con- 
fined to  one  ear,  in  which  case  it  is  suggestive  of  a  tumour 
in  the  cerebello-pontine  angle.  The  "dead-bell"  sound 
mentioned  by  the  patient  was  localised  in  the  left  ear. 

We  excluded  tumours  of  the  cerebello-pontine  angle — 
the  so-called  extra-cerebellar  tumours — chiefly  from  the 
absence  of  involvement  of  the  sixth  and  seventh"  nerves, 
and  from  the  fact  that  although  tinnitus  was  present  there 
was  no  deafness.  Extra-cerebellar  tumours  are,  as  a  rule, 
either  fibromyxomata  originating  in  the  adjacent  cranial 
nerves  or  gliomata  growing  from  the  ventral  surface  of  the 
cerebellum;  in  either  case  the  sixth,  seventh,  and  eighth 
nerves  are  particularly  liable  to  be  involved. 

Owing  to  the  optic  neuritis  being  more  marked,  and  the 
loss  of  sight  more  complete,  in  the  left  eye  than  in  the 
right;  to  the  left  pupil  being  dilated  and  fixed;  to  the 
patient  deviating  towards  the  left  on  attempting  to  walk, 
and  to  diadococinesia  being  more  prominent  in  left  arm, 
we  came  to  the  conclusion  that  the  tumour  lay  inside  the 
left  cerebellar  hemisphere. 
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We  have  no  means  of  determining  the  nature  of  the 
growth.  The  negative  Wassermann's  reaction,  hovv^ever, 
and  the  fact  that  the  patient  had  received  anti-syphihtic 
treatment  for  over  six  weeks  without  improvement,  before 
she  came  under  our  observation,  made  it  probable  that  the 
growth  was  not  a  gumma. 

The  rapidly-diminishing  power  of  vision  and  the  steady 
exaggeration  of  the  other  symptoms  of  intracranial  pres- 
sure rendered  a  decompression  operation  imperative.  As 
the  symptoms  were  of  definite  localising  value,  and  as 
there  is  always  a  possibility  of  removing  the  growth,  we 
decided  to  perform  a  sub-tentorial  decompression  first,  and 
if  the  tumour  proved  operable  to  proceed  with  its  removal 
at  a  second  operation. 

Accordingly  on  September  19th,  1912,  I  performed  Cushing's 
cerebellar  decompression  under  hedonal  anaesthesia,  admin- 
istered by  Mr.  Crawford.  The  outline  of  the  "  crossbow  " 
incision  can  be  seen  on  the  patient.  The  musculo-cutaneous 
flaps  were  reflected,  and  the  occipital  bone  was  exposed.  When 
clearing  the  bone  at  the  occipito-mastoid  suture  on  one  side 
there  was  free  bleeding  from  a  mastoid  emissary  vein;  this, 
however,  was  easily  stopped  by  a  small  wooden  plug,  several 
of  which  plugs  of  various  sizes  were  prepared  beforehand. 

An  opening  was  made  on  each  side  through  the  bosses  of 
the  occiput  with  Hudson's  drill.  These  openings  were  en- 
larged with  Lane's  rongeur- forceps  till  all  the  bone  from 
the  superior  curved  line  above  to  the  foramen  magnum 
below,  and  to  the  mastoid  processes  on  each  side,  had  been 
removed.  The  ridge  of  bone  overlying  the  occipital  sinus 
was  left  to  the  last  and  then  divided.  The  dura  was  found 
tense,  and  bulging  to  a  degree  which  was  discernible  on  both 
sides,  but  more  marked  on  the  left.  A  short  incision  was  made 
parallel  to  the  occipital  sinus  on  each  side  and  a  director 
passed  under  the  latter.  Tiie  falx  cerebelli  was  apparently 
poorly  developed,  for  the  director  met  with  no  impediment 
in  the  middle  line.  There  were  no  emissary  veins  passing 
to  the  occipital  sinus.  The  sinus  was  then  ligatured,  and 
the  dura  incised  to  expose  th'^  cei'ebellum.     Gentle  palpation 
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of  the  cerebellum  revealed  &  relatively  firm  growth  in  the 
substance  of  the  left  hemisphere.  Having  relieved  the  com- 
pression and  confirmed  the  diagnosis  the  flaps  were  replaced 
and  sutured  in  position  without  drainage. 

The  patient  made  an  uneventful  recovery.  On  the  day 
after  the  operation  she  showed  more  interest  in  her  surround- 
ings than  she  had  evinced  at  any  period  of  her  stay  in 
hospital.  On  the  second  day  she  was  sitting  up  and  quite 
talkative.  It  is  now  five  weeks  since  the  operation,  and 
there  has  been  no  recurrence  of  the  headache  or  tonic 
muscular  spasms  and  no  vomiting.  During  the  last  week 
she  has  complained  of  a  stiffness  in  the  back  of  her  head. 
Immediately  after  the  operation  she  could  see  fingers  with 
the  right  eye  at  a  distance  of  two  feet,  and  light  appeared 
considerably  stronger  than  before  the  operation.  The  con- 
dition of  her  left  eye  was  not  improved.  Dr.  Joyce  ex- 
amined the  eyes  for  me  and  reported  that  optic  atrophy  was 
present  on  both  sides,  but  more  marked  on  the  left.  Since 
October  14th,  when  she  left  hospital,  the  vision  in  her  right 
eye  has  got  worse,  and  she  cannot  appreciate  the  difference 
between  light  and  darkness.  There  is  a  distinct  improve- 
ment in  her  gait,  though  she  still  has  the  tendency  to  deviate 
to  the  left. 

The  stitches  were  removed  on  the  sixth  day,  and  two  days 
afterwards  cerebro-spinal  fluid  began  to  flow  freely  from  one 
point  of  the  wound.  For  several  days  it  discharged 
copiously,  but  it  had  stopped  completely  on  the  tenth  day. 
The  sinus  was  painted  with  iodine  at  each  dressing,  and  at 
no  time  was  there  evidence  of  infection.  Urotropin  was 
administered  before  and  after  operation. 


The  President  asked  if  the  flow  of  cerebro-spinal  fluid 
had  ceased. 

Mr.  E.  H.  Taylor  said  that  there  were  two  standpoints  in 
these  cases: — (1)  the  diagnostic,  (2)  the  operative.  The  dia- 
gnosis in  the  present  case  was  very  fully  gone  into.  With  re- 
gard to  the  operative  treatment  he  regretted  to  say  that  his  ex- 
perience had  not  been  so  satisfactory  as  Mr.  McConnell 's. 
He  would  like  to  emphasise  the  point  that  access  is  not  so 
easy  when  the  patient  is  lying  on  the  side  as  it  is  when  in 
the  face  down  position.     He  agreed  that  it  was  well  to  ex- 
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pose  both  hemispheres  of  the  cerebellum,  and  he  thought 
the  bilateral  exposure  was  to  be  preferred.  The  case  showed 
the  great  value  of  decompression,  and  in  many  cases  he 
believed  it  was  better  to  be  satisfied  with  decompression 
than  at  the  same  operation  to  proceed  to  take  away  the 
tumour.  Some  time  ago  he  had  operated  on  a  patient  for  a 
tumour  in  the  cerebrum.  The  patient  lived  for  three  and 
a  half  years  afterwards,  the  symptoms  improved,  and  he  got 
back  a  certain  amount  of  vision. 

Dr.  Finny,  referring  to  the  signs  and  symptoms  in  cases 
of  intracranial  pressure,  inquired  if  the  relief  of  the  pressure 
of  the  cerebro-spinal  fluid  would  relieve  the  pressure  in  the 
brain.  If  the  spinal  fluid  could  run  freely  he  thought  one 
would  have  a  better  impression  of  the  growth  of  the  tumour. 
Dr.  Denham  suggested  that  there  was  still  a  great  deal  of 
bulging,  and  he  would  like  to  know  whether  there  is  at 
present  a  greatly  increased  intracranial  tension,  and  whether 
this  is  attributed  entirely  to  the  tumour  or  to  the  increase  of 
the  cerebro-spinal  fluid.  He  inquired  if  further  operation 
was  intended,  and  if  so  what  was  proposed  to  be  done.  He 
also  asked  if  urotropine  was  indicated  in  these  cases. 

Mr.  Pearson  said  it  was  to  be  regretted  that  cases  of  the 
kind  were  not  got  in  earlier  stages  by  the  surgeon.  When 
optic  atrophy  sets  in  the  patient's  sight  cannot  be  restored, 
and  when  there  was  surgical  interference  it  should  be 
carried  out  before  the  sight  was  affected  for  any  time.  He 
considered  that  even  if  the  growth  was  believed  to  be  a 
gumma  it  was  no  reason  why  the  case  should  not  be  sub- 
mitted to  surgical  treatment.  He  inquired  if  any  observa- 
tions had  been  taken  of  the  blood-pressure.  He  thought 
there  could  be  no  question  that  the  bilateral  operation  was 
the  most  suitable.  It  was  of  the  utmost  importance  in 
intracranial  operations  to  have  plenty  of  room,  so  as  to  be 
able  to  dislocate  the  growth.  As  to  whether  the  whole 
operation  should  be  undertaken,  it  was,  he  thought,  better 
to  wait  for  a  second  stage  in  those  cerebellar  cases;  but  this 
could  best  be  judged  by  the  blood-pressure.  The  patient's 
speech  at  present  seemed  somewhat  slurring  and  slow, 
which  he  thought  should  be  regarded  as  a  symptom  that 
there  was  some  pressure  on  the  bulb. 
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Mr.  McConnell,  replying  to  the  remarks,  said  the  cerebro- 
spinal fluid  discharged  very  copiously  from  the  eighth  to  the 
tenth  day,  and  then  the  sinus  closed.  During  operation  the 
patient  was  kept  in  the  prone  position,  and  there  was  absolutely 
free  access  to  the  seat  of  operation.  He  agreed  that  the 
two-stage  operation  was  the  best.  He  doubted  if  the 
patient  would  consent  to  a  second  operation,  and  even  if 
she  did  he  was  not  at  present  sure  what  he  would  do. 
Although  before  operation  the  patient  had  optic  neuritis  far 
advanced  on  the  left  side  and  considerably  on  the  right,  yet 
her  sight  improved  immediately  after  operation,  but  it  had 
since  depreciated.  He  agreed  that  decompression  should  be 
done  as  soon  as  the  sight  showed  signs  of  failing.  He  was 
never  able  to  determine  definite  paresis  on  the  patient's 
right  side.  He  was  unable  to  record  the  blood-pressure 
during  the  operation  owing  to  the  failure  of  the  apparatus, 
but  it  was  represented  as  100  m.m.  of  mercury  at  the  start 
of  the  operation. 
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By  HERBEET  DE  LISLE  CRAWFORD,  M.B., 

B.Ch.   Duel.,   F.R.C.S.I.; 

Hon.  Assistant-Surgeon,  Kichmond,  Whitworth,  and  Hardwicke 
Hospitals,  Dublin. 

[Read  in  the  Section  of  Surgery,  October  25,  1912.] 

When  experimentation  is  being  vigorously  pursued  in  any 
branch  of  practical  science  it  may  be  assumed  that  the 
investigators  are  not  content  with  what  is  known  and 
practised.  In  recent  years  several  new  drugs  and  new- 
methods  of  application  have  been  used  for  the  production 
of  analgesia  and  anaesthesia,  and,  although  they  have  met 
with  varying  success,  no  one  will  deny  that  their  introduc- 
tion is  due  to  a  healthy  and  honest  dissatisfaction  with  the 
routine  use  of  chloroform  and  ether  by  inhalation. 

In  1910  Federoff,  of  St.  Petersburg,  first  employed 
hedonal  as  an  intravenous  anfesthetic.  Its  success  on  the 
Continent  led  to  its  adoption  in  England  last  Easter,  since 
when  it  has  been  used  extensively  in  London  and  Leeds. 

Encouraged  by  the  report  of  Mr.  Page  last  May  in  the 
Lancet,  and  by  what  I  saw  in  Leeds  this  summer,  I  have 
used  this  angesthetic  in  thirty  cases  during  the  last  four 
weeks,  and  obtained  full  surgical  ancTsthesia  in  all. 

Before,  however,  going  into  details  regarding  them,  the 
characteristics  of  hedonal  may  be  considered.  Hedonal, 
or  methyl-propyl-carbinol  urethane  is  an  organic  com- 
pound, the  molecule  of  which  contains  a  urethane  nucleus 
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joined    to    a    methane   group,   as  the    structural    formula 
shows  : — 

/NH2 


co;^ 


It  follows  that  in  the  hedonal  molecule  there  is  only  one 
atom  of  nitrogen,  or  14  grammes  of  nitrogen  in  119 
grammes  of  hedonal.  As,  however,  the  maximum  dose  of 
hedonal  is  15  grammes  intravenously,  the  extra  work 
thrown  on  the  excretory  organs  is  the  elimination  of  1.76 
grammes  of  N2.  If  this  is  excreted  as  urea,  as  is  stated, 
a  full  dose  of  hedonal  is  equivalent  to  only  3.75  grammes 
of  urea.  The  carbon  and  hydrogen  are  oxidised  to  CO2 
and  H2O.  This  explains  the  tolerance  shown  by  nephritic 
cases  towards  the  drug.  Four  estimations  of  the  urea  ex- 
creted were  made  in  my  series,  but  the  results,  owing  to 
the  small  amount  involved,  were  entirely  conclusive.  As 
a  one  per  cent,  solution  of  hedonal  is  saturated  at  100°  F. 
it  is  used  at  a  strength  of  0.75  per  cent,  in  normal  saline. 
The  solution  of  the  drug  is  effected  by  using  saline  at 
about  140°  F.  and  the  preparation  finished  by  filtering  and 
boiling  the  fluid.  Although,  owing  to  its  volatility,  a  little 
hedonal  is  lost  in  boiling,  none  is  decomposed.  When 
cool  the  hedonal  crystallises  out  in  fine  needles. 

The  technique  of  administration  is  simply  that  of  con- 
tinuous venous  infusion,  bearing  in  mind  that  the  flow 
must  be  carefully  regulated.  The  apparatus  I  have  used  is 
that  made  by  Thackray,  of  Leeds,  and  consists  of  a  con- 
tainer, with  thermometer  and  level  gauge,  a  dropper,  to 
indicate  the  rate  of  flow,  and  a  fine  cannula.  The  con- 
tainer is  filled  with  solution  at  119°  F.,  and  the  cannula  is 
introduced  under  local  anaesthesia  into  a  suitable  vem. 
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usually  the  cephalic.  If  the  operation  is  on  the  upper  part 
of  the  body  the  internal  saphenous  vein  in  front  of  the 
internal  malleolus  is  most  convenient.  In  ten  of  my  cases 
it  was  chosen.  In  one  instance  no  adequate  vein  was 
found.  This  patient  was  an  emaciated  girl,  fourteen  years 
of  age,  and  as  the  operation  was  amputation  of  the  leg  it 
was  considered  advisable  after  failing  to  get  a  vein  in  the 
arm  to  resort  to  ether. 

During  induction  the  fluid  is  run  in  at  a  rate  of  50  to 
150  cc.  a  minute.  While  less  is  needed,  the  more  rapid 
the  flow,  I  have  found  it  advisable  in  the  case  of  feeble 
patients  to  slow  the  infusion  to  40  or  even  20  cc.  a  minute, 
to  avoid  marked  depression  of  the  respiratory  centre.  In 
two  or  three  minutes  the  patient  becomes  drowsy  and 
yawns  with  subjective  sensations  of  warmth  and  well- 
being.  This  drowsiness  emerges  rapidly  into  deep  sleep, 
the  conjunctival  reflex  goes,  and  a  little  later  the  corneal 
reflex  is  lost.  A  minute  later  the  operation  may  be 
started.  Usually  the  induction  is  unaccompanied  by  any 
struggling  whatever,  only  one  of  my  patients  proving 
troublesome.  This  patient  was  sent  up  from  the  country 
for  emergency  operation  of  amputation  of  a  crushed  hand. 
He  arrived  at  hospital  prepared  for  operation  as  in  the 
pre-angesthetic  days. 

As  has  been  mentioned,  the  danger  during  induction  is 
marked  respiratory  depression,  which  causes  cyanosis. 
This  is  immediately  checked  by  slowing  the  infusion. 
Normally,  the  breathing  becomes  quiet,  so  that  special 
pains  should  be  taken  to  keep  the  tongue  forward. 

In  two  of  these  cases  slight  cyanosis,  due  to  an  overdose 
of  anaesthetic,  developed,  but  was  immediately  relieved  by 
diminishing  the  drug.  A  little  oxygen  was  also  given  as  it 
V7as  ready,  but  I  do  not  think  it  was  necessary.     Both  of 
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these  )3atients  were  carcinomatous,  one  being  a  woman  of 
fifty  and  the  other  a  man  of  seventy-eight. 

The  time  of  induction  has  varied  from  six  to  fifteen 
minutes,  and  the  amount  of  solution  from  250  cc.  to 
1,250  cc.  The  latter  dose  was  necessary  in  a  strongly- 
built  man  of  thirty,  though  given  at  a  rate  of  130  cc. 
per  minute,  while  the  former  was  sufficient  for  a  man  of 
seventy-eight,  though  given  at  a  rate  of  only  20  cc.  per 
minute.  Once  the  skin  incision  is  made  the  flow  is  cut 
down  so  as  to  keep  up  anaesthesia  w^ith  as  little  fluid  as 
possible.  The  patient  is  well  asleep  w^hen  the  corneal 
reflex  is  gone  ;  the  pupil  is  one  to  two  mm.  in  size  and 
reacts  to  light.  On  relaxing  the  anaesthesia  the  pupil  en- 
larges and  the  corneal  reflex  returns.  The  oxygenation  of 
the  face  and  ears  should  always  be  fjood. 

On  beginning  the  infusion  the  pulse-rate  increases  to 
about  120  per  minute,  and  then  falls  in  a  few  minutes  to 
about  80.  The  subsequent  regularity  of  the  pulse  is  re- 
markable, and  is  due,  T  think,  to  the  constant  infusion. 
For  example,  at  the  commencement  of  an  amputation  of 
the  breast  for  cancer  in  a  woman  of  forty-five  the  pulse 
was  80,  while  on  leaving  the  table  sixty-five  minutes  later 
it  was  72.  In  only  four  cases  was  the  pulse-rate  more 
than  100  after  operation,  and  in  all  these  the  haemorrhage 
had  been  exceptionally  severe. 

A  few  minutes  before  the  end  of  the  operation  the  anae- 
sthetic is  stopped,  and,  as  a  rule,  the  corneal  reflex  has 
returned  before  removal  of  the  patient  from  the  theatre. 
The  period  of  sleep  afterwards  varied  from  half  an  hour 
to,  in  one  case,  eighteen  hours.  In  about  twenty-four 
cases  the  patient  spoke  within  two  hours,  and  soon  fell 
asleep  again  to  wake  occasionally  throughout  the  night. 
That  is  to  say,  in  no  case  suitable  for  the  anaesthetic  was 
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there  anything  like  prolonged  unconsciousness.     Drowsi- 
ness, however,  persists  for  twenty-four  hours. 

For  five  patients  of  the  series  morphia  was  required  ;  of 
these,  three  had  undergone  bone  operations.  Only  three 
patients  vomited  after  operation,  one  of  whom  had  stones 
removed  from  the  common  bile-duct,  while  the  other  two 
were  suffering  from  intestinal  obstruction.  Finally,  one 
patient  had  slight  headache  for  twenty-four  hours,  but  did 
not  volunteer  the  information  herself. 

Eetention  of  urine  occurred  after  hernia  operations,  as 
with  ether  anaesthesia,  but  was  never  prolonged.  In  no  case 
was  there  suppression  of  urine,  glycosuria,  or  albuminuria. 
On  leaving  a  catheter  in  the  bladder  during  operation 
it  was  found  that  in  the  third  stage  of  ansesthesia  no  urine 
was  secreted — a  phenomenon  which  also  occurs  during  the 
administration  of  ether  and  chloroform. 

The  blood-pressure  records  of  this  series  are,  unfortu- 
nately, very  incomplete,  but,  so  far  as  they  go,  bear  out 
Mr.  Page's  results.  A  fall  in  pressure  of  about  20  mm.  of 
mercury  occurs  at  first,  after  which  the  pressure  remains 
constant. 

The  total  amount  of  the  drug  given  must  vary  greatly 
according  to  the  age  and  condition  of  the  patient  and  the 
nature  of  the  operation.  An  arbitrary  maximum  is  2,000 
cc,  or  about  66  oz.,  but  it  is  only  under  exceptional  cir- 
cumstances that  so  much  should  be  given.  My  fourth  case 
received  2,020  cc,  but,  as  the  operation  was  the  removal 
of  a  large  epithelioma  of  the  scalp  and  grafting  of  the  ex- 
posed area,  this  great  amount  of  fluid  had  no  deleterious 
effect  whatever.  In  fact,  it  no  more  than  compensated 
for  the  hcTmorrhage.  On  the  other  hand,  the  introduction 
of  a  large  quantity  of  fluid  into  the  circulation  of  a  patient 
who  does  not  need  it,  is  a  dangerous  procedure,  and  is 
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responsible  for  most  of  the  complications  which  have  re- 
cently been  classified  by  Dr.  Veale,  of  Leeds,  under  the 
headings — cutaneous,  pulmonary,  and  venous,  complica- 
tions.    Under  the  first  head  are  mentioned — patches  of 
oedema  in  the  gluteal  region,  blisters  on  the  heels,  and 
bedsores.    None  of  these  have  occurred  in  my  series,  but 
they  should  be  guarded  against  by  giving  instructions  to 
the  nurse  in  charge  to  change  the  position  of  the  patient 
while  asleep.    With  regard  to  pulmonary  trouble,  it  must 
be  stated  that  this  anaesthetic  is  distinctly  contra-indicated 
in  the  case  of  young  robust  people,  who  are  undergoing 
operations  of  moderate  severity  unaccompanied  by  serious 
loss  of  blood.     Such  patients  invariably  require  up  to,  and 
over,  1,200  cc.  for  an  operation  lasting  half  an  hour,  and 
are,  therefore,  peculiarly  liable  to  develop  oedema  of  the 
lungs.     On  the  10th  of  this  month  I  ansesthetised  J.  F., 
a  boy  of  seventeen,  for  the  cure  of  an  inguinal  hernia. 
The  anesthetic  was  taken  well,  but  had  to  be  infused 
rapidly.     In  all,  1,2-50  cc.  were  used.     On  return  to  bed 
at  12  noon  his  corneal  reflex  was  very  sluggish,  and  he 
was  still  unconscious.     An  hour  later  he  was  not  com- 
pletely ana:>sthetic.      Towards  five   o'clock  his  breathing 
quickened,  his  temperature  rose,  and  he  became  slightly 
cyanotic.     T  saw  him  at  six,  when  the  respirations  were 
40,  the  pulse  144,  and  the' temperature  101.4°  F.     His 
face  was  flushed  and  wet  with  perspiration.     The  corneal 
reflex  was  gone,  but  he  still  moved  slightly  when  stimu- 
lated.    A  catheter  was  passed  and  20  oz.  of  urine  with- 
drawn.   He  was  propped  up  in  bed,  the  tongue  was  drawn 
forward    and    some    frothy    mucous    removed    from    the 
mouth.     One  bag   of  oxygen  was   administered,   and   in 
fifteen  minutes  his  breathing  had  slowed  to  30,  and  his 
pulse  to  108,  while  the  corneal  reflex  had  returned,  and  he 
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moved  briskly  when  stimulated.  During  the  night  he 
remained  in  the  same  condition,  and  mucus  was  sucked 
out  of  the  larynx  at  1  a.m.  Towards  morning  he  steadily 
improved,  and  awoke  at  6  a.m.,  eighteen  hours  after  the 
operation.  He  made  an  uneventful  recovery.  In  such 
cases  the  indication  is  to  open  a  vein  and  withdraw  about 
10  oz.  of  blood,  if  the  symptoms  do  not  improve  on  clear- 
ing the  air  passages. 

Bronchitis  is  the  second  lung  complication  that  may 
occur.  In  this  series  two  patients  developed  a  cough  that 
lasted  about  twenty-four  hours.  As  one  of  them  had  only 
550  cc.  infused,  it  was  probably  in  this  case  due  to  a  chill 
rather  than  the  angesthetic.  In  a  third  case— a  woman  of 
thirty-five,  suffering  from  gall-stones— a  small  patch  of 
broncho-pneumonia  developed  in  the  right  apex.  She 
recovered  from  this,  however,  in  a  few  days.  As  she  was 
in  feeble  health,  and  only  required  750  cc.  of  solution,  I 
do  not  think  it  is  likely  that  the  anfesthetic  was  at  fault. 
Nevertheless,  pneumonia  is  a  definite,  though  very  infre- 
quent complication,  and  has  been  responsible  for  three 
reported  deaths. 

Of  the  occurrence  of  infarct  from  a  dislodged  thrombus 
I  have  no  experience.  It  could  hardly  happen  unless  the 
vein  were  infected,  and  only  one  case  is  reported  in  which 
it  probably  occurred.  Thrombosis  of  the  femoral  vein  has 
not  been  found  in  any  of  my  cases,  and  in  the  five  cases 
reported  by  Dr.  Veale  it  has  not  been  proved  that  the 
method  of  anassthesia  used  was  responsible.  We  have 
had  no  case  of  cerebral  thrombosis,  and  one  alone  has 
been  reported. 

In  concluding  a  discussion  of  the  possible  complications 
of  this  anppsthetic  it  is  desirable  to  mention  the  more 
severe  operations  performed  with  its  assistance. 
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The  series  includes  excision  of  the  lower  jaw  for  cancer, 
excision  of  epithelioma  of  the  scalp,  excision  of  carci- 
nomatous glands  in  the  neck,  amputation  of  the  breast  for 
cancer,  gastro-enterostomy  for  advanced  pyloric  cancer, 
two  colostomies  for  rectal  cancer,  laparotomy  for  obstruc- 
tion, two  appendicectomies,  cholecystotomy,  choledocho- 
tomy,  two  amputations,  cerebellar  decompression  and 
cranioplasty.  The  ages  of  the  patients  vary  from  seven- 
teen to  seventy-eight  years,  and  the  duration  of  anaesthesia 
from  ten  minutes  to  one  hour  fifty-three  minutes. 

Already  some  of  the  disadvantages  of  this  method  have 
been  mentioned.  First  is  the  occasional  difficulty  in  find- 
ing a  suitable  vein.  In  the  case  of  one  patient  the  cannula 
was  introduced  into  a  vein  so  small  that  the  infusion  was 
delayed,  and  consequently  anaesthesia  was  not  obtained 
until  twenty  minutes  had  elapsed.  Secondly,  the  absolute 
necessity  for  asepsis  renders  the  method  unsuitable  out- 
side the  hospital  theatre;  while,  thirdly,  it  is  unneces- 
sarily complicated  for  short  operations.  On  the  other 
hand,  in  operations  on  the  head  and  neck  the  surgeon  is 
not  hampered  by  the  anaesthetist  in  the  least  degree ; 
oozing  from  the  skull  and  dura  mater  is  remarkably  slight, 
and  in  abdominal  operations  muscular  rigidity  is  entirely 
absent.  Neither  of  these  points  has,  I  think,  been  suffi- 
ciently emphasised.  With  "  any  other  anaesthetic  the 
greatest  danger  in  brain  work  is  haemorrhage ;  in 
abdominal  work  the  operation  is  often  delayed,  and  correct 
technique  rendered  impossible  through  rigidity  of  the 
muscles.  With  hedonal  both  of  these  undesirable  factors 
are  practically  eliminated.  Moreover,  in  cases  of  haemor- 
rhage and  collapse  the  constant  infusion  of  saline  is  useful, 
while  if  more  saline  be  needed  the  tube  can  be  removed 
from   the  container   and   a   further  infusion   of   ordinarv 
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saline  given.  This  was  done  in  two  of  these  cases  with 
distinct  benefit. 

From  the  occurrence  of  oedema  in  a  youthful  patient, 
which  I  have  described,  and  from  exactly  similar  accounts 
mentioned  in  the  journals,  it  may  be  fairly  argued  that  the 
anaesthetic  is  contra-indicated  in  the  young  and  vigorous, 
who  are  to  undergo  slight  operations.  On  account  of  the 
possibility  of  such  a  complication,  I  would  endeavour  in 
all  such  patients,  if  the  ansesthetic  were  desirable  for  other 
reasons,  to  lessen  the  amount  of  infusion  necessary  by 
administering,  two  hours  before  operation,  two  to  four 
grammes  of  hedonal  by  the  mouth,  as  recommended  by 
Mr.  Page. 

With  regard  to  the  contra-indications,  it  is  impossible  to 
speak  authoritatively,  except  to  mention  that  as  the 
laryngeal  reflex  is  abolished  very  early  and  completely,  a 
tracheotomy  must  be  performed,  and  the  pharynx  plugged 
before  an  operation  on  the  mouth,  nose,  or  neighbouring 
air  sinuses  is  attempted.  This  j)recaution  was  observed  in 
the  removal  of  the  lower  jaw  and  part  of  the  tongue, 
mentioned  already,  and  the  results  were  excellent.  Slight 
cyanosis  occurred  on  introduction  of  the  tube,  but  was 
due  to  blood  clot  in  the  tube  and  was  immediately  relieved 
on  removal  of  the  clot. 

In  cases  of  uncompensated  heart  disease  the  infused 
liquid  might  throw  a  dangerous  strain  on  the  right  ven- 
tricle, but  I  have  no  definite  information  on  this  question. 
On  the  other  hand,  nephritic  patients  prove  good  subjects, 
and  so  far  no  cases  of  suppression  are  recorded.  This  is 
due  to  the  distinct  diuretic  effect  of  the  saline  infused.  In 
six  severe  cases  the  average  amount  of  urine  passed  in  the 
twenty-four  hours  after  operation  was  900  cc.  Also,  as 
has  been  shown,  the  amount  of  nitrogen  to  be  excreted  is 
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extremely  small,  so  that  the  absence  of  kidney  complica- 
tion which  obtains  is  only  what  might  be  expected.  In 
this  series  no  death  occurred  which  can  be  attributed  to 
the  anaesthetic.  Three  patients  died  while  in  hospital, 
the  first  of  whom  was  suffering  from  left-sided  hemiplegia. 
She  was  almost  comatose  before  operation,  being  only  able 
to  move  the  right  arm  and  leg  feebly  when  stimulated.  In 
the  whole  course  of  the  operation,  which  lasted  one  hour 
and  three-quarters,  only  300  cc.  were  injected,  and  on 
leaving  the  table  the  patient  was  no  more  comatose  than 
before.  Death  occurred  eighteen  hours  later,  and  it  was 
found  on  examination  that  she  was  sufferin_g  from  vegeta- 
tions on  the  aortic  valves,  long-standing  infarcts  in  the 
kidneys,  spleen  and  liver,  and  finally  a  relatively  large 
aneurysm  in  the  right  internal  capsule,  which  caused  the 
hemiplegia. 

The  second  death  occurred  in  a  boy  of  eighteen  years, 
who  came  to  hospital  with  a  history  of  three  weeks  of 
severe  vomiting  and  partial  obstruction.  He  was  operated 
on  at  once,  and  laparotomy  confirmed  the  diagnosis  of 
pelvic  sarcoma.  His  recovery  from  the  anaesthetic  took 
place  within  an  hour,  but  he  died  the  following  evening. 
The  post-mortem  examination  showed  a  huge  sarcoma  in- 
filtrating the  pelvic  wall  and  pressing  severely  on  the 
rectum. 

The  third  patient  was  a  man  of  seventy-one,  who  came 
to  hospital  suffering  from  prostatic  retention.  He  had 
been  tapped  six  times  supraiDubically  during  the  previous 
week,  and  was  in  a  very  feeble  condition.  The  urine  was 
very  foul.  A  suprapubic  cystotomy  was  done  to  drain  the 
bladder  and  the  prostate  was  removed.  The  operation 
lasted  six  minutes,  and  the  amount  of  hedonal  used  was 
500  cc,  but  he  died  two  davs  later.    Post-mortem  the  onlv 
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cause  of  death  found  was  pelvic  peritonitis,  a  condition,  it 
may  be  assumed,  due  to  infection  when  the  bladder  was 
being  tapj)ed. 

In  conclusion,  my  thanks  are  due  to  those  surgeons  who 
allowed  me  to  ana)sthetise  their  patients,  and,  more 
especially,  to  Sir  Thomas  Myles,  whose  cases  constitute 
the  majority  of  this  series. 


The  President  thanked  Mr.  Crawford  for  his  paper,  which 
very  fairly  set  forth  the  advantages  and  disadvantages  to  be 
derived  from  the  use  of  hedonal  as  an  anaesthetic.  All  who 
were  concerned  with  abdominal  operations  well  knew  the 
advantage  of  having  the  abdominal  muscles  in  a  relaxed 
state. 

Mr.  W.  I.  DE  C.  Wheeler  considered  the  paper  of  the 
greatest  interest,  as  he  thought  the  question  of  anaesthesia 
was  not  in  a  satisfactory  state  at  present.  As  to  hedonal, 
he  considered  that  its  administration  could  not  be  praised 
or  condemned  until  we  had  more  experience  of  it.  In  his 
opinion  there  was  sometimes  a  difficulty  in  giving  the 
anaesthetic,  as  patients  very  often  object  more  to  the  giving 
of  an  intravenous  injection  than  to  the  operation.  How 
chloroform  had  been  given  so  long  in  cases  where  it  is 
contra-indicated  he  found  hard  to  understand.  He  men- 
tioned that  he  had  been  using  omnopon  in  simple  operations, 
and  so  far  had  found  it  satisfactory.  When  given  before 
the  administration  of  ether,  patients  when  anaesthetised 
would  remain  so  for  hours.  There  was  a  complete  absence 
in  every  case  of  anything  in  the  nature  of  cyanosis.  The 
procedure  is  very  simple,  and  the  contra-indications  are 
practically  nil. 

Dr.  Kirkpatrick  had  not  seen  the  method  tried,  but  it 
seemed  to  him,  from  the  theoretical  point  of  view,  that  it 
was  attended  with  great  advantages  and  some  considerable 
disadvantages.  It  was,  he  said,  admitted  that  the  present 
method  of  anaesthetising  patients  are  not  altogether  satis- 
factory.    Wli^then-  it  was  the  fault  of  the  methods  or  the 
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patients,  it  was  exceedingly  hard  to  get  satisfactory  relaxa- 
tion of  the  muscles,  especially  in  pelvic  operations,  and  the 
surgeon  may  be  very  considerably  hampered  in  his  work  on 
this  account;  consequently,  any  method  that  would  improve 
this  state  of  things  would  be  of  very  great  value.  He  had 
seen  so  many  methods  of  using  different  drugs  as  anaesthetics 
introduced  that  it  made  him  doubtful,  as  over  and  over 
again,  notwithstanding  new  methods  put  forward  as 
panaceas,  return  had  to  be  made  to  ether.  He,  therefore, 
thought  that  no  one  had  yet  sufficient  experience  to  be  able 
to  pronounce  definitely  on  hedonal.  Eegarding  the  point 
that  the  anaesthetist  could  administer  hedonal  in  a  way  that 
he  could  be  out  of  the  way  of  the  operator,  it  should  not  be 
lost  sight  of  that,  no  matter  how  the  anaesthetic  is  given, 
the  anaesthetist  must  have  access  to  the  patient's  head. 

Dr.  Smith  said  that  so  far  all  forms  of  anaesthetics  ad- 
ministered by  inhalation,  excluding  morphine,  belonged  to 
the  marsh  gas  series.  Local  anaesthetics  belonged  to  the 
aromatic  group.  He  was  not  in  a  position  to  speak  of  hedonal 
in  practice,  but  was  inclined  to  think  that  the  older  methods 
were  more  satisfactory. 

Mr.  Crawford,  in  replying  to  the  remarks,  said  his  ex- 
perience was  that  patients  would  sooner  have  the  small 
operation  necessary  to  administer  hedonal  than  to  have  the 
mask  placed  over  their  face.  He  considered  that  it  was 
much  more  under  control  than  omnopon.  He  agreed  with 
Dr.  Kirkpatrick  that  the  outlook  for  a  new  method  is  not 
hopeful,  but  this  method  has  now  been  taken  up  in  England 
after  having  been  used  for  some  time  on  the  Continent, 
which  speaks  well  for  it.  With  regard  to  the  danger  of 
cyanosis  if  the  anaesthetist  is'  at  the  patient's  feet  instead 
of  at  the  head,  he  found  it  necessary  to  stay  at  the  patient's 
head,  and  to  signal  when  the  tap  was  to  be  turned  off.  He 
considered  the  anaesthetic  as  safe  as  any  other  in  practice. 
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RADICAL    OPERATION     FOR    MALIGNANT 
DISEASE  OF  THE  TESTIS. 

By  SETON  PRINGLE,  M.B.,  B.Ch.  Duel.,  F.R.C.S.I.  ; 

Surgeon  to  Mercer's  Hospital,  Dublin. 

[Read  in  the  Section  of  Surgery,  November  29,  1912.] 

The  whole  tendency  of  the  modern  surgery  of  malignant 
growths,  especially  carcinomata,  has  been  towards  more 
and  more  radical  operation.  The  aim  of  the  surgeon 
nowadays  in  dealing  with  a  cancer  is  not  only  to  remove 
widely  the  growth,  but  to  remove  in  one  piece  with  it  the 
lymphatic  channels  which  drain  the  area  involved  and 
the  glands  into  which  these  channels  empty.  Good  ex- 
amples of  the  modern  operations  are  those  for  cancers  of 
the  breast,  uterus,  and  colon,  but  apparently  surgeons 
generally  do  not  recognise  the  necessity  and  the  feasi- 
bility of  carrying  out  a  radical  operation  for  malignant 
disease  of  the  testis,  and  this  is  my  excuse  for  bringing 
the  subject  forward. 

It  is  necessary  before  dealing  with  the  techniqite  of  the 
radical  operation  to  consider  the  nature  of  the  growths 
which  occur  in,  and  the  lymphatic  drainage  of,  the  testis. 

Many  forms  of  benign  and  malignant  growths  are  found 
in  the  testis,  but  the  commonest  malignant  form  is  un- 
doubtedly that  known  as  a  "  mixed  tumour."  This  is  a 
true  embryoma,  and  probably  each  tumour  is  at  first 
benign  and  contains  cells  representative  of  each  primary 
layer  of  the  embryo.  One  or  more  of  these  sets  of  cells 
may   undergo    so-called   malignant   degeneration ;    if   the 
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hypoblastic  elements,  we  get  a  columnar-celled  carci- 
noma ;  if  the  mesoblastic,  a  sarcoma ;  if  the  epiblastic,  a 
dermoid  or  a  growth  very  like  a  chorion  epithelioma. 
Therefore,  when  the  representatives  of  one  layer  have 
developed  to  the  exclusion  of  the  others,  we  may  have  a 
pure  carcinoma,  sarcoma,  or  dermoid,  as  the  case  may  be, 
but  as  a  rule,  and  indeed  perhaps  always,  a  careful  exami- 
nation of  all  parts  of  the  tumour  will  reveal  representa- 
tives of  all  the  layers.  In  this  way  we  may  obviously  get 
a  most  varied  structure  in  some  of  these  tumours  as  evi- 
denced by  the  fact  that  some  of  them  have  been  described 
as  chrondro-myxo-sarco-carcinomata.  If  we  accept  this 
view,  which  is  that  of  Nicholson  (1),  who  has  done  excel- 
lent work  on  this  subject,  we  must  look  on  embryomata  as 
comprising  the  great  majority  of  malignant  growths  of  the 
testis,  but  undoubtedly,  as  he  recognises,  we  may  get  also 
encephaloid  or  scirrhus  cancer,  sarcoma  or  endothelioma 
arising  from  malignant  change  in  the  normal  cellular 
elements  of  the  organ.  For  the  purpose  of  operation, 
however,  we  may  divide  malignant  growths  of  the  testis 
into  two  large  classes.  The  first  class  would  comprise 
those  tumours  consisting  entirely  of  or  containing  any 
carcinomatous  elements,  and  the  second  class  would  con- 
sist of  the  pure  sarcomata.  In  the  former,  and  much  the 
larger,  class  one  would  be  justified  in  trying  a  radical 
operation,  whereas  in  the  latter  class,  the  pure  sarcomata, 
such  an  operation  would  be,  in  my  opinion,  unnecessary 
and  unjustifiable.  As  a  rule  it  is  advisable  to  remove  a 
piece  of  the  tumour  for  microscopical  examination  in 
order  to  arrive  at  a  definite  diagnosis,  but  occasionally  the 
clinical  signs  will  serve  to  distinguish  one  class  from  the 
other. 

The  next  point  we  have  to  consider  is  the  lymphatic 
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drainage  of  the  testis.  This  subject  has  been  very 
thoroughly  worked  out  by  Jamieson  and  Dobson  (2), 
Cuneo  (3),  Most  (4),  and  others.  These  observers  have 
demonstrated  that  the  lymphatic  channels  (Fig.  1)  from 
the  right  testis  open  into  (a)  glands  lying  between  the 
vena  cava  and  the  aorta  from  the  level  of  the  renal  veins 
to  the  bifurcation ;  (6)  glands  lying  on  the  surface  of  the 
aorta  between  where  it  is  crossed  by  the  left  renal  vein 


Fig.  1. 

Diagrain  showing  the  lymphatic  drainage  of  the 
testes  (modified  from  Jamieson  and  Dobson). 
A.,  Aorta.  V.C,  Inferior  vena  cava.  Rt.R.V., 
Right  renal  vein.  Lt.R.V.,  Left  renal  vein. 
U.,  Ureter.  Inf.  Mas.  Art.,  Inferior  mesenteric 
artery. 

and  the  origin  of  the  inferior  mesenteric  artery ;  (c)  a 
gland  lying  to  the  inner  side  of  the  external  iliac  artery 
just  below  where  it  is  crossed  by  the  ureter ;  and  (d)  more 
occasionally  into  a  gland  lying  on  the  surface  of  the  vena 
cava  immediately  above  the  right  common  iliac  artery  and 
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a  gland  lying  outside  the  vena  cava  in  the  angle  between 
it  and  the  right  renal  vein.  On  the  left  side  the  primary 
glands  are  placed  to  the  outer  side  of  the  aorta  from  the 
level  of  the  left  renal  vein  to  the  bifurcation  and  in  the 
neighbourhood  of  the  origin  of  the  inferior  mesenteric 
artery,  and  on  this  side  also  the  gland  lying  in  the  angle 
between  the  external  iliac  vessel  and  the  ureter  receives 
efferents  from  the  testis.  The  secondary  glands  lie  along 
the  internal  and  external  iliac  vessels  and  deeply  between 
and  under  cover  of  the  aorta  and  vena  cava.  As  the  upper 
members  of  this  group  lie  under  cover  of  the  duodenum 
and  pancreas  and  extend  up  as  high  as  the  receptaculum 
chyli  it  is  impossible  to  excise  them.  It  is,  therefore, 
obvious  that  the  only  cases  in  which  one  may  hope  for 
success  from  an  operation  which,  I  think,  may  be  called 
radical,  are  those  fairly  early  ones  in  which  only  the 
primary  glands  are  involved.  It  is  well  to  note  that  the 
inguinal  glands  will  only  become  involved  when  the  skin 
of  the  scrotum  has  been  invaded  by  the  growth.  From 
this  study  of  the  lymphatic  drainage  it  is  apparent  that  in 
order  to  carry  out  a  radical  operation  on  the  right  side  it 
will  be  necessary  to  remove  all  the  retroperitoneal  fascia 
with  its  contained  lymphatic  channels  and  glands  in  one 
sheet,  extending  from  the  left  side  of  the  aorta  to  outside 
the  spermatic  vessels  and  from  the  level  of  the  renal  vein 
to  where  the  vas  deferens  crosses  the  external  iliac  artery 
to  dip  into  the  pelvis.  Similarly  on  the  left  side  the  lateral 
boundaries  would  be  the  right  side  of  the  aorta  and  the 
outside  of  the  spermatic  vessels,  while  the  upper  and  lower 
limits  would  be  the  same  as  on  the  right. 

Jamieson  and  Dobson  (-2)  describe  the  extent  of  the 
operation  as  follows  :— "  The  only  effective  method  of  re- 
moving the  lumbar  glands  would  be  to  strip  the  aorta  and 
vena  cava,  the  common  iliac  vessels,  and  the  proximal 
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third  or  so  of  the  external  iliac  vessels,  the  upper  part  of 
the  spermatic  vessels  on  either  side,  and  the  trunk  of  the 
inferior  mesenteric  artery  of  all  the  cellulo-fatty  tissue 
around  and  between  them  from  the  level  of  the  renal 
vessels  downwards."  They  consider  that  it  would  be  only 
in  a  small  proportion  of  cases  that  all  the  primary  glands 
could  be  removed,  and  I  quite  agree  with  them  if,  as  they 
suggest,  a  transperitoneal  operation  be  undertaken;  but 
from  the  excellent  exposure  obtained  by  the  extraperi- 
toneal route  in  the  case  I  am  about  to  report  I  am  of 
opinion  that  a  true  radical  operation  can  be  performed  in 
all  early  cases,  and  in  this  view  both  Howard  (5)  and 
Davies  (6),  each  of  whom  has  carried  out  an  extraperi- 
toneal operation,  concur.  Before  deciding  to  carry  out 
such  an  extensive  operation  it  is  only  right  to  consider  the 
results  obtained  by  the  older  method  of  simple  castration. 
Undoubtedly  if  these  results  had  been  satisfactory  there 
would  be  no  demand  for  a  more  radical  procedure,  but 
here,  as  in  other  parts  of  the  body,  the  results  of  local 
operation  have  been  most  disappointing.  Chevassu  (7) 
tabulated  the  end  results  of  100  castrations,  and  showed 
that  there  was  a  recurrence  rate  of  no  less  than  80  per 
cent.  Surely  such  a  record  as  this  calls  for  improved  tech- 
nique, and  justifies  the  routine  employment  of  the  radical 
operation  for  cases  in  which  only  the  primary  glands  are 
involved.  T  am  convinced  that  although  the  results  will 
not  be  ideal,  yet  the  recurrence  rate  will  be  greatly 
lowered  by  this  means.  As  far  as  T  can  discover  from  a 
study  of  the  literature  the  radical  procedure  has  been 
carried  out  13  times  in  all ;  11  of  these  operations  were 
performed  on  the  Continent,  the  first  by  Gregoire  (8)  in 
1905,  and  only  2,  those  by  Howard  (5)  and  Davies  (6), 
have  been  reported  in  English.  The  following  is  the  re- 
port of  my  case  : — 


Mr.  Seton  Pringle — "  Radical  Operation  for  Malignant: 
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Fig.  2. 

Reproduction  of  photograph  of  specimen.  1.  Ingmnal 
fatty-areolar  tissue  containing  glands.  2.  Gland 
from  femoral  canal.  3.  Spermatic  cord.  4.  Iliac 
glands.  5.  Vas  deferens.  6.  Psoas  fascia  and  glands. 
7.  Lumbar  glands.  8.  Spermatic  vessels.  9.  Cut 
surface  of  tumour. 
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Case.— The  patient,  aged  twenty-eight,  was  admitted  to 
Mercer's  Hospital,  Dublin,  on  March  20th,  1912,  having 
been  sent  up  by  Dr.  Thomas  Lyndon,  of  Wicklow,  for 
operation.  He  stated  that  he  had  noticed  a  lump  in  the  left 
testicle  for  some  considerable  time,  exactly  how  long  he 
could  not  say,  but  it  was  a  matter  of  years.  Some  three 
months  before  admission  this  lump  began  to  increase  rapidly 
in  size.  He  suffered  no  pain  apart  from  the  dragging  weight 
of  the  tumour.  On  examination  I  found  that  the  whole  left 
half  of  the  scrotum  was  occupied  by  a  tumour  some  twelve 
inches  in  circumference;  the  surface  was  slightly  lobulated 
and  the  consistence  for  the  most  part  was  soft  and  semi- 
fluctuant,  with  harder  areas  here  and  there.  The  skin  of  the 
scrotum  was  somewhat  adherent  in  places.  There  was  a 
hard  mass  of  enlarged  glands  in  the  inguinal  region,  but  no 
enlargement  of  the  lumbar  glands  could  be  made  out. 

Operation. — A  racquet  incision  was  made,   encirclmg  the 
growth  and  extending  up  the  inguinal  canal.     The  tumour, 
with  all  its  coverings,  was  first  freed,  and  then  the  cord  up 
to  the  internal  ring,  and  all  the  fatty  tissue  in  the  inguinal 
region  containing  the  glands  were  dissected  out.     Next  the 
incision  was  prolonged  at  first  parallel  to  Poupart's  ligament 
and  then  upwards  to  a  couple  of  inches  above  the  level  of 
the  umbilicus,   and  deepened  through  all  the  layers  of  the 
abdominal  wall  down  to  the  peritoneum.     The  peritoneum 
was  stripped  up  off  the  iliac  fossa  and  posterior  abdommal 
wall   and   well    retracted    inwards.      The    vas   was   followed 
deeply  into  the  pelvis,  ligatured  and  divided.    The  next  step 
consisted  in  dividing  the  fascia  covering  the  psoas  well  to 
the  outer  side  of  the  spei-matic  vessels  and  up  as  high  as 
the  renal  vessels.    The  sheet  of  fascia  lying  to  the  inner  side 
of   this  incision,    and  with  it  the   spermatic  vessels,   which 
were  ligatured  close  up  to  the  renal  vessels,  and  all  the  fat, 
lymphatics   and  glands,   were   dissected   up  off   the   muscle 
until  the  aorta  was  reached.      The  aorta  was  cleared  from 
below  the  renal  vessels  down  to  the  bifurcation.    In  this  way 
the    testis,    cord,    inguinal    glands,    spermatic    vessels,    the 
psoas  fascia,   lymphatic  channels,   and  lumbar  glands  were 
all  removed  in  one  piece,  as  seen  in  the  specimen  (Fig.  2). 
The  chain  of  glands  along  the  external  and  common  ihac 
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vessels  was  then  seen  to  be  involved  and  was  removed  in 
one  mass.  The  peritoneum  was  then  allowed  to  fall  back 
into  its  place,  the  muscles  were  sutured  with  catgut,  and  the 
skin  incision  was  completely  closed  except  at  the  bottom  of 
the  newly  formed  scrotum,  where  a  short  drainage  tube  was 
inserted.  The  ease  with  which  this  extensive  procedure  was 
carried  out  astonished  me.  There  was  no  great  technical 
difficulty.  The  haemorrhage  was  practically  nil,  except  in 
the  earlier  stages,  where  the  scrotal  tissues  were  divided, 
and  I  do  not  remember  having  to  tie  any  vessels  other  than 
the  spermatics  in  the  intra-abdominal  part  of  the  operation. 
The  exposure  of  the  whole  field  of  operation  was  excellent. 
The  total  time  of  operation  was  an  hour  and  a  quarter.  The 
patient  was  in  a  condition  of  slight  shock  on  leaving  the 
theatre,  but  he  quickly  reacted  to  routine  treatment. 

On  the  second  day  after  operation  the  wound  was  dressed, 
as  the  patient  complained  of  considerable  pain,  and  it  was 
found  that  the  whole  abdominal  part  of  the  wound  was  under 
great  tension.  On  removing  some  of  the  stitches  and  pass- 
ing in  a  dressing  forceps  a  great  quantity,  estimated  at  over 
a  pint,  of  a  perfectly  clear  straw-coloured  fluid  escaped,  with 
immediate  relief  of  the  pain.  This  clear  fluid  continued  to 
come  away  in  lessening  quantity  for  several  days,  and  was 
undoubtedly  lymph  which  had  been  poured  out  by  the  exten- 
sive raw  surface.  In  operating  on  a  similar  case  again  I 
would  drain  the  deeper  parts  of  the  wound  and  not  be 
satisfied,  as  in  this  case,  with  a  scrotal  drain,  which  was 
obviously  insufficient.  The  patient  made  uninterrupted  pro- 
gress and  rapidly  regained  the  weight  he  had  lost  prior  to 
operation.  Dr.  Lyndon  reported  in  November,  1912,  some 
eight  months  after  operation : — "  As  far  as  your  operation  is 
concerned  the  man  seems  perfectly  well." 

Pathological  Report. — Professor  A.  C.  0' Sullivan 
kindly  examined  the  specimen  for  me  and  reported  as 
follows  : — 

"  The  tumour  is  surrounded  by  a  capsule  of  dense  firm 
connective  tissue  which  is  infiltrated  in  its  deeper  layers  by 
small  tumour  masses.  The  tumour  itself  is  composed  partly 
of  glandular-looking  spaces,  very  variable  in  size,  lined  in 
some  cases  by  a  single  layer,  in  others  by  several  layers,  of 
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cubical  or  columnar  cells.  These  cells  are  large  and  the 
protoplasm  is  extremely  vacuolated.  The  nucleus  lies  at  the 
base  of  the  cell  (next  lumen  of  space).  Some  of  the  spaces 
are  empty,  others  contain  blood,  albuminous  material,  and 
leucocytes.  The  spaces  are  separated  from  one  another  in 
some  places  by  fibrous  tissue,  in  others  by  vacuolated 
tumour  cells  similar  to  those  lining  the  spaces  but  more 
irregular  in  shape,  and  in  some  parts  these  cells  form  solid 
masses,  the  spaces  being  absent.  The  blood-vessels  are 
elementary  in  structure,  being  usually  simple  endothelial 
tubes  lying  in  the  connective  tissue.  A  considerable  part  of 
the  tumour  has  undergone  coagulation  necrosis,  the  struc- 
ture is  visible  and  is  as  above  described,  but  the  staining 
power  is  lost.  There  are  large  hsemorrhages  present.  The 
type  of  the  tumour  is  that  which  is  usually  called  a  mixed 
tumour  of  the  testis;  the  structure  is  very  like  that  of  em- 
bryonic tissue.  The  inguinal,  iliac,  and  lumbar  lymph 
glands  are  enlarged,  firm,  and  white.  Many  of  them  were 
examined,  but  in  none  was  there  any  trace  of  metastasis  of 
the  growth.  The  enlargement  was  due  to  a  large-celled 
hyperplasia  with  commencing  hyaline  degeneration." 

In  conclusion  I  wish  to  express  my  thanks  to  Mr.  L.  G. 
Gimn  for  his  able  assistance  at  the  operation  and  to  Pro- 
fessor 0' Sullivan  for  the  above  report. 
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The  Chairman  said  that  in  the  present  state  of  knowledge 
the  only  effective  treatment  in  such  cases  was  radical  opera- 
tion. He  asked  why  should  this  extensive  operation  not  be 
carried  out  in  cases  of  sarcoma,  seeing  that  in  sarcoma  of  the 
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testes  the  lymphatic  glands  are  usually  involved,  and  it 
would,  therefore,  seem  that  the  extensive  operation  should  be 
done.  He  suggested  that  possibly  the  very  free  discharge 
referred  to  in  the  paper  was  the  lymph  returned  from  the 
lower  limb,  as  no  doubt  a  good  deal  of  the  channels  had 
been  cut. 

Mr.  Gunn  said  he  had  an  opportunity  of  seeing  the 
operation  carried  out  by  Mr.  Pringle,  and  it  appealed  to  him 
as  an  excellent  method  of  trying  to  relieve  the  severe  form 
of  disease.  He  alluded  to  the  danger  of  recurrence,  and 
said  that  in  three  cases  in  which  he  had  removed  the  testes 
for  sarcoma  he  was  afraid  recurrence  had  taken  place.  He 
considered  that  there  was  a  difficulty  to  be  faced  in  making 
a  diagnosis  of  the  nature  of  the  tumour,  as  to  whether  it 
was  a  simple  cystic  dermoid  or  a  very  malignant  form  of 
sarcoma — the  latter  he  was  afraid  was  hopeless.  He  also 
mentioned  that  during  the  operation  there  was  an  excellent 
view  of  the  structures  to  be  dealt  with.  He  inquired  if  since 
the  operation  was  performed  there  had  been  much  altera- 
tion of  the  abdominal  wall. 

Mr.  Stokes  said  that  with  regard  to  sarcoma  of  the  tes- 
ticle he  had  a  case  in  a  child  some  years  ago  which  he  at 
first  looked  on  as  a  hydrocele,  but  afterguards  removed  the 
testicle.  He  had  seen  the  child  recently,  and  there  was  no 
recurrence.  He  would  like  to  know  how  a  diagnosis  could 
be  made  in  the  early  stages. 

Mr.  Pringle,  in  replying  to  the  remarks,  said  in  speak- 
ing of  dividing  up  tumours  into  two  classes — sarcomatous 
and  carcinomatous — for  purposes  of  operation  he  did  not 
include  amongst  the  sarcomatous  mixed  tumours  in  which 
there  were  a  few  sarcomatous  cells.  It  would  not,  he  con- 
sidered, be  advisable  to  try  the  operation  on  sarcoma  as  in 
these  tumours;  although  the  glands  were  not  involved,  it  is 
very  likely  some  of  the  upper  organs  might  be  involved.  As 
regards  the  discharge,  he  accepted  the  Chairman's  sugges- 
tion. The  abdominal  wall  since  the  operation  is  perfect, 
and  there  was  no  sign  of  hernia  or  any  trouble  of  the  kind. 
He  pointed  out  that  so  far  as  diagnosis  was  concerned  he 
advocated  the  taking  out  of  a  small  piece  for  microscopic 
examination. 
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A  YEAR'S  EXPERIENCE  OF  DIORADIN  IN 
SURGICAL    TUBERCULOSIS. 

By  ATKINSON  STONEY,  F.E.C.S.L; 

Visiting  Surgeon  to  the  Royal  City  of  Dublin  Hospital. 

[Head  in  the  Section  of  Surgery,  November  29,  1912.] 

Almost  a  year  ago  I  read  a  paper  before  this  Section  of 
the  Academy,  giving  the  results  of  treatment  by  dioradin 
of  15  cases  of  tuberculosis.  Since  then  I  have  been  more 
or  less  continuously  engaged  in  the  further  treatment  of 
these  and  other  cases  by  the  same  means,  and  I  desire  to 
record  the  results  I  have  obtained  during  fifteen  months' 
trial  of  this  remedy  in  cases  of  surgical  tuberculosis,  and 
the  conclusions  at  which  I  have  arrived  as  to  the  value  of 
this  method  of  treatment. 

I  shall  first  consider  the  cases  which  I  reported  a  year 
ago ;  they  were  15  in  number,  but  to-night  I  shall  only 
speak  of  14  of  these,  as  one  of  them  was  a  case  of  pul- 
monary tuberculosis,  and  the  number  of  this  class  of  case 
has  been  too  small  to  be  worth  recording  the  results  at 
present.  These  14  cases  were  divided  into  two  classes 
according  to  whether  they  were  complicated  by  sepsis  or 
not. 

Of  the  5  uncomplicated  cases  each  had  received  one 
course  of  injections,  and  one  was  apparently  cured,  and 
the  other  4  were  greatly  improved,  and  they  showed  an 
average  gain  in  weight  of  8.3  lb.  Four  of  these  have  since 
received  a  second  course  of  injections,  with  the  result  that 
there  are  now  4  apparently  cured,  and  1  greatly  improved, 
and  the  average  gain  in  weight  is  10.5  lb. 
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Of  the  9  cases  in  the  second  class — that  is,  cases  compli- 
cated by  sepsis — there  was  one  apparent  cure ;  2  greatly 
improved,  4  improved,  and  2  not  improved,  with  an 
average  gain  in  weight  of  2  lb.  Four  of  these  cases  were 
given  a  second  course  of  injections,  and  a  fifth  was  given 
both  a  second  and  a  third  course,  with  the  result  that 
there  were  3  more  apparent  cures  and  1  greatly  improved. 
The  fifth,  which  was  a  case  of  tuberculous  and  septic  hip 
which  had  been  excised,  improved  further  after  a  second 
course  of  injections,  but  about  a  month  later  developed 
acute  nephritis  and  died.  The  average  gain  in  weight  of 
these  5  patients  was  5.4  lb.  As  regards  the  other  4  of 
this  group  who  did  not  receive  a  second  course  of  injec- 
tions, 1  was  a  case  of  multiple  foci  which  left  the  hospital 
cured  after  the  first  course  (No.  V.  previous  paper  (1) ). 
The  second ,  a  septic  hip  in  which  there  was  always  much 
doubt  as  to  the  presence  of  tuberculous  disease,  left 
hospital  unimproved  after  the  first  course  of  injections 
(No.  VIII.  previous  paper).  The  third  was  a  case  of  tuber- 
culous cystitis  with  almost  certainly  a  similar  affection  of 
both  kidneys  as  well ;  he  also  left  hospital  unimproved 
after  the  one  course  of  injections,  and  died  shortly  after- 
wards (No.  XII.  previous  paper).  And  the  fourth  was  a 
case  of  lupus  which  left  hospital  improved  after  the 
first  treatment ;  she  reported  since  that  the  improvement 
continued,  but  she  did  not  return  for  a  second  course  (No. 
XIV.  previous  paper).  I  shall  now  give  a  brief  account  of 
a  further  series  of  14  cases. 

Case  XV. — T.  E.,  male,  aged  thirty-five,  admitted 
January  20th,  1912,  with  tuberculous  disease  of  left  knee, 
started  one  and  a  half  years  before,  had  got  rapidly  worse  in 
previous  month.  Bier's  passive  congestion  was  tried  for  a 
month   after  admission  with  no   sign  of  improvement;  left 
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knee  2  to  3  centemetres  larger  than  right,  bulging  spot  with 
fluctuation  on  outside  of  joint,  marked  tenderness,  increased 
local  temprature  ;  pain  on  movement,  traction,  or  percussion 
of  heel.  Knee  flexed  to  angle  of  140°,  movement  of  about 
20°  only.  Put  in  plaster  and  given  course  of  injections. 
Discharged  April  11th,  1912.  Pain  relieved,  and  patient  had 
put  on  flesh;  unfortunately  he  had  not  been  weighed  before 
the  injections  were  commenced.  Readmitted  July  25th; 
when  the  plaster  was  removed  an  abscess  was  found  on  point 
of  bursting  on  outside  of  knee.  This  was  opened  and  scraped 
on  August  3rd ;  no  direct  entry  into  the  joint  could  be  found ; 
a  second  course  of  injections  was  given  from  August  2nd  to 
September  25th.  The  abscess  closed  rapidly,  but  a  second 
formed  lower  down  and  was  opened  and  scraped,  September 
14th ;  again  no  direct  opening  into  the  joint  could  be  found ; 
a  third  course  of  injections  was  given  from  October  9th  to 
November  26th,  when  he  was  discharged  with  knee  in 
plaster,  both  wounds  soundly  healed,  the  leg  straight  and 
painless,  and  the  knee  practically  the  same  size  as  the  other. 
His  weight  increased  by  lOf  lbs.  during  his  second  stay  in 
hospital. 

Case  XVI. — B.  G.,  female,  aged  nine,  admitted  Sep- 
tember 14th,  1911,  complaining  of  limp  on  right  side. 
Patient  fell  on  right  hip  some  months  before.  A  month  later 
there  was  some  pain  in  the  hip,  which  continued  on  and  off 
till  admission.  On  examination  there  was  apparent  length- 
ening, shght  flexion  and  abduction,  pain  on  percussion  of 
heel,  the  movement  at  the  joint  was  greatly  limited,  and 
there  was  loss  of  tone  of  the  gluteal  muscles  on  the  affected 
side.  A  course  of  injections  was  given  between  December 
18th  and  February  14th.  The  patient  was  kept  in  bed  with 
extension  most  of  that  time.  She  was  put  in  plaster  and 
allowed  up  on  crutches  on  January  27th,  and  discharged 
soon  afterwards.  Her  weight  was  the  same  as  on  admission. 
A  second  course  of  injections  was  started  early  in  March, 
given  every  second  day,  as  the  patient  attended  as  out- 
patient. She  received  twenty  injections,  then  ceased  to 
attend,  but  reported  shortly  afterwards  that  she  was  going 
about  without  crutches.     She  has  not  been  heard  of  since. 
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Case  XVII. — A.  G.,  female,  aged  thirty-two,  admitted 
April  18th,  1912.  For  the  last  eight  years  she  had  a  swelling 
of  the  right  wrist.  She  was  operated  on  four  years  ago  and 
again  two  months  before  admission.  The  swelling  was  most 
marked  in  front  and  on  the  ulnar  side  of  the  wrist.  There 
was  a  scar  three  inches  in  length  on  the  ulnar  side  with  a 
sinus  over  the  ulnar  styloid.  She  also  had  a  swelling  of  the 
base  of  the  first  phalanx  of  the  right  index  finger.  No  exten- 
sion of  the  wrist  was  possible  only  to  about  half  a  right 
angle,  and  she  was  only  able  to  partially  close  the  fingers. 
There  were  several  large  glands  in  right  axilla  and  one  small 
one  above  the  right  clavicle.  A  skiagram  showed  general 
blurring  of  the  carpal  bones  and  fusion  of  the  semilunar  and 
OS  magnum.  A  first  course  of  injections  was  given  from 
April  19th  to  June  7th.  The  swelhng  of  the  wrist  became 
less  and  the  sinus  healed.  There  was  less  pain  on  attempted 
movement,  and  the  weight  increased  8|  lbs.  She  was  sent 
to  the  country  with  her  wrist  in  plaster.  She  was  readmitted 
on  July  9th,  1912.  There  was  no  pain  in  the  wrist,  the 
swelling  was  further  reduced,  and  the  sinus  was  still  healed; 
the  movement  was  more  extensive ;  loss  of  weight  of  3  lb. 
had  occurred.  A  second  course  of  injections  was  given  from 
July  11th  to  August  28th.  She  was  sent  back  to  the  country 
on  September  3rd  in  plaster;  the  glands  in  the  axilla  were 
greatly  reduced  in  size  and  the  patient  added  over  3  lb.  in 
weight,  making  a  total  increase  of  8f  lbs.  since  the  com- 
mencement of  treatment. 

Case  XVIII. — K.  C,  woman,  aged  thirty-one,  admitted 
July  8th,  1912.  There  was  a  history  of  pain  in  the  back  for 
about  a  year,  and  there  was  an  enormous  abscess  in  the  left 
iliac  fossa.  An  x-ray  photograph  showed  extensive  destruc- 
tion of  the  third  and  fourth  lumbar  vertebrae.  There  was  no 
visible  deformity.  On  July  21st  an  incision  was  made  above 
Poupart's  ligament,  and  over  a  pint  of  tuberculous  pus  was 
evacuated;  the  cavity  was  douched  out  and  partially  filled 
with  2  per  cent,  formalin  in  glycerine,  and  the  incision 
closed.  Injections  of  dioradin  were  given  from  July  22nd  to 
September  7th.  A  week  after  operation  there  was  an  escape 
of  some  dark-coloured  serum  from  the  wound,  the  lower  end 


By  Mr.   A.    Stoney.  127 

of  which  remained  open,  necessitating  dressing  twice  a 
week.  The  sinus  so  fomied  was  scraped  on  September 
11th,  when  some  tuberculous  infection  of  the  divided 
abdominal  muscles  was  found.  The  wound  was  cleansed 
with  carbolic  acid  and  iodine,  and  rapidly  healed,  and  the 
patient  left  hospital  on  September  23rd,  1912.  Her  weight 
had  increased  by  4  lb.  9  oz. 

Case  XIX. — E.  W.,  male,  aged  twenty-six,  admitted  April 
26th,  1912.  He  had  pain  in  his  back,  said  to  be  rheumatic, 
a  year  ago,  and  noticed  a  swelling  in  the  right  groin  three 
months  ago.  On  admission  there  was  an  enormous  swelling 
of  the  right  iliac  fossa  and  the  upper  part  of  the  thigh, 
fluctuation  was  present  both  above  and  below  Poupart's 
ligament.  An  x-ray  examination  showed  disease  of  the  third 
lumbar  vertebra  on  the  right  side.  There  was  no  pain  in  the 
back  or  tenderness,  but  there  was  rigidity  of  the  lumbar 
spine.  On  May  4th  the  abscess  was  opened  above  Poupart's 
ligament;  about  1|  pints  of  tuberculous  pus  was  evacuated, 
and  the  cavity  injected  with  2  per  cent,  formalin  in 
glycerine  and  completely  closed.  Five  days  later  a  large 
quantity  of  blood-stained  fluid  was  let  out.  After  this  there 
was  a  slight  serous  discharge  necessitating  di'essing  two  or 
three  times  a  week.  Injections  of  dioradin  were  commenced 
on  May  3rd  and  finished  on  June  20th.  The  patient  was 
sent  home  on  July  6th  with  the  wound  healed.  Though  he 
w^as  not  weighed,  he  appeared  to  have  put  on  flesh.' 

Case  XX. — S.  M.,  female,  aged  twenty-four,  admitted 
April  11th,  1912.  An  angular  deformity  existed  in  the  mid- 
dorsal  region  which  had  been  coming  on  for  about  a  year, 
with  great  pain  in  the  back  and  also  radiating  round  the 
lower  part  of  the  chest ;  paraplegia  was  also  well  marked.  She 
was  kept  flat  on  her  back  for  over  four  months.  The  para- 
plegia increased  till  all  movement  of  the  lower  extremities 
was  lost  except  slight  contraction  of  the  great  toes.  Pain 
also  increased.  An  a;-ray  examination  showed  extensive 
disease  of  the  fifth  to  the  eighth  dorsal  vertebrae,  with  a 
large  mediastinal  abscess.  On  September  14th  the  right 
transverse  process  of  the  sixth  vertebra  was  removed  and 
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the  head  and  neck  of  the  corresponding  rib ;  the  abscess  was 
opened,  and  nearly  a  pint  of  pus  and  caseous  material  re- 
moved. The  cavity  was  filled  with  2  per  cent.  formaUn  in 
glycerine  and  the  wound  closed  in  layers.  A  slight  serous 
discharge  from  the  lower  angle  of  the  wound  began  after  ten 
days,  and  has   not   quite   ceased  yet.      Forty   injections  of 
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*  Died  later  of  tuberculous  meningitis. 

dioradin  were  given  between  September  16th  and  November 
5th.  The  condition  of  the  patient  has  much  improved;  she 
has  very  little  pain  now  and  some  movement  of  the  legs 
has  returned.  It  is  hoped  that  she  may  be  put  in  plaster 
shortly  and  got  up  and  about  with  the  aid  of  crutches.  She 
has  not  been  able  to  be  weighed,  but  she  has  evidently  put 
on  flesh. 

Case  XXI. — H.  S',  male,  aged  18  months.  Admitted 
November  6th,  1911.  He  was  in  hospital  in  the  previous 
June  with  tuberculous  dactylitis  of  the   left  middle  finger. 
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which  was  amputated;  the  wound  healed  slowly.  On  ad- 
mission the  patient  had  a  discharging  sinus  of  the  right 
ankle,  the  finger  stump  was  discharging,  there  were  enlarged 
glands  in  the  right  submaxillary  region,  also  is  both  groins, 
and  there  was  a  sinus  on  the  right  arm.  He  was  given  a 
course  of  forty  injections  of  ^  com.  of  dioradin  between 
December  6th  and  February  12th.  The  os  calcis  was 
scraped  out  on  September  14th.  The  submaxillary  glands 
were  removed  on  January  9th;  his  weight  increased  2  lb. 
The  finger  stump  healed,  also  the  submaxillary  incision; 
but  the  OS   calcis   still   discharged   and  necessitated  further 
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*  This  case  died  later  of  acute  nephritis. 

operations  on  February  20th  and  March  12th.     He  left  hos- 
pital some  time  later  with  his  condition  not  much  improved. 

Case  XXII. — E.  Q.,  aged  seven  and  a  half,  a  delicate 
looking  boy,  was  admitted  on  November  20th,  1911. 
Swelling  and  pain  of  the  right  knee  began  four  months 
before.  The  joint  was  one  inch  larger  than  the  left :  an 
aj-ray  examination  showed  early  erosion  of  the  end  of  the 
femur.  There  was  marked  tendei-ness,  and  pain  at  night. 
There  was  no  fluctuation.  Forty  injections  were  given 
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between  December  -ith  and  February  8lli.  He  developed 
diphtheria  while  in  hospital,  and  was  discharged  with  his 
knee  in  plaster  on  Februai-y  22nd.  The  gain  in  weight  was 
8^  lbs.  He  was  seen  in  the  dispensary,  and  was  going  on 
well.  Towards  the  end  of  :\Iay  he  developed  signs  of  tuber- 
culous meningitis,  and  died  in  ten  days. 

Case  XXIII.— J.  A.,  male,  aged  sixteen.  Admitted 
October  21st,  1911.  He  had  pleurisy  of  the  left  side,  but 
no  signs  of  phthisis.  While  in  hospital  a  lump  was  dis- 
covered in  the  left  epididymis;  it  increased  in  size,  and  was 
tender.  He  was  given  eighteen  injections  of  dioradin;  he 
increased  3|  lbs.  in  weight,  but  the  nodule  increased  in  size. 
He  was  operated  on  on  December  9th.  The  testicle  was 
removed;  there  was  a  large  caseous  mass  in  the  epididymis, 
semi-liquid  in  the  centre,  which  was  beginning  to  biu-st 
through  the  coverings.  The  wound  healed,  and  the  patient 
was  discharged  December  23rd. 

Case  XXIV. M.  L.,  female,   aged  four.     Admitted  -Time 

Gth,  1912.  She  showed  all  the  signs  of  early  tuberculous 
disease  of  her  left  hip.  Extension  was  applied,  and  she  was 
given  a  course  of  forty  injections  of  \  c.cm.  of  dioradin. 
She  was  put  in  plaster,  and  discharged  on  July  27th.  She 
was  in  the  dispensary  recently;  the  hi]2.was  still  in  plaster, 
and  she  was  walking  well  without  crutches  and  with  no  pain. 
The  record  of  her  weight  was  lost,  but  it  had  increased. 

Case  XXV.— E.  W.,  female,  aged  eighteen.  Attended  as 
out-patient  from  February  23rd  to  April  8th,  1912.  She  had 
enlarged  glands  in  her  neck,  there  were  two  scars  on  the 
right  side,  and  one  on  the  left  \\-here  the  glands  had  broken 
down,  and  discharged  on  three  oceasions,  the  last  time 
about  six  months  before.  She  was  give)i  twenty-six 
injections  of  dioradin  on  alternate  days.  The  glands  dis- 
appeared, her  general  health  greatly  imi)ioved,  and  she 
increased  3  lbs.  in  weight. 

Case  XXVI. — J.  D.,  male,  aged  eighteen  months.  Ad- 
tnitted  December  20th.  1911.  The  left  eye  had  been  evis- 
cerated at  the  Eoyal  Victoria  Eye  and  Ear  Hospital  for 
anterior  staphyloma  the  result  of  tuberculous  ulcer.     There 
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\\'as  a  copious  discharge  from  both  ears,  extensive  ulceration 
under  right  eye,  discharging  ulcers  on  backs  of  both  hands; 
the  right  foot  was  also  discharging,  and  there  was  a  large 
cold  abscess  on  the  left  ankle.  The  teniperatin-e  varied  from 
97°  to  101°.  The  weight  was  1  st.  IJ  lb.  Forty  injections 
of  i  c.cm  of  dioradin  were  given  between  December  22nd 
and  February  16th.  By  this  time  his  weight  had  increased 
by  1  lb.,  his  temperature  was  normal,  and  he  was  taking 
his  food  better;  the  dischai'ge  from  the  ears  and  ulcers  was 
about  the  same.  On  ]\larch  1st  a  large  piece  of  dead  bone 
was  removed  from  under  the  right  eye,  after  which  this 
wound  healed;  otherwise  the  patient  did  not  improve 
further,  and  was  discharged  some  time  later. 

Case  XXYII. — N.  B.,  female,  aged  sixteen.  Admitted  June 
19th,  1912.  There  was  tuberculous  disease  of  the  right  ankle, 
present  for  nearly  a  year;  the  joint  was  greatly  swollen,  and 
there  was  great  pain  on  any  movement,  but  the  skin  was 
unbroken.  Forty  injections  were  given  between  June  20th 
and  August  14th,  and  the  foot  was  put  in  plaster.  The 
plaster  was  removed  on  September  10th,  the  swelHng  was 
greatly  reduced,  there  was  almost  no  pain  on  movement, 
and  she  had  increased  2  lbs.  in  weight.  The  plaster  was 
reapplied,  and  the  patient  was  sent  to  the  country  on 
October  7th,  1912. 

Case  XXYIII. — K.  L.,  female,  aged  thirteen.  Admitted 
June  10th,  1912.  She  had  tuberculous  disease  of  the  right 
ankle,  which  was  enormously  swollen,  with  several  sinuses, 
both  knees  were  contracted,  and  there  were  numerous  super- 
ficial tuberculous  lesions  over  both  thighs,  also  enlarged 
glands  in  her  neck.  Forty  injections  were  given  between 
June  20th  and  August  6th.  She  increased  3  lbs.  in  weight. 
She  developed  phlyctenular  conjunctivitis  and  an  ulcer, 
which  healed.  There  was  no  definite  improvement,  and  she 
left  hospital  on  September  28th,  1912. 

Dividing  these  28  cases  into  two  classes  according  to  the 
presence  or  absence  of  sepsis,  there  were  15  in  which  there 
was  no  sepsis  and  13  in  which  sepsis  was  a  complication. 
In  the  first  class  there  were  7  apparent  cures  (46.6  per 
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cent),  4  cases  of  great  improvement,  which  will  probably 
result  later  in  cures  (26.6  per  cent.),  2  cases  showing  some 
improvement  (13.3  per  cent.),  and  1  case  which  progressed 
steadily  in  spite  of  the  injections  and  had  to  be  operated 
upon.  Finally,  there  was  one  case  which  first  improved 
rapidly  and  gave  hopes  that  it  would  go  on  to  a  cure,  but 
afterwards  developed  tuberculous  meningitis  and  died.  In 
the  second  class  of  13  cases  there  were  4  apparent  cures, 
2  were  greatly  improved  and  will  probably  become  cured, 
1  was  somewhat  improved,  5  showed  no  improvement,  and 
1  which  improved  for  a  time  died  later  of  acute  nephritis. 

In  the  whole  28  cases  there  were  11  apparent  cures — 
1  case  of  Pott's  caries  without  abscess  formation,  2  cases 
of  multiple  foci,  3  cases  of  hip  disease  in  an  early  stage, 
1  case  of  hip  disease  with  a  large  abscess,  1  case  of  hi]) 
disease  in  very  advanced  stage  with  septic  infection,  1  case 
of  advanced  disease  of  ankle,  1  case  of  cervical  glands,  and 
1  case  of  cystitis. 

In  7  cases  there  was  great  improvement,  which  in  some 
will  probably  result  in  cure — 1  diseased  wrist,  2  cases  of 
Pott's  caries  with  large  psoas  abscess,  1  case  of  ascites  and 
fibroid  phthisis,  and  3  cases  of  disease  of  the  knee  ;  one 
of  the  latter,  however,  died  later  from  tuberculous 
meningitis. 

In  4  cases  there  was  some  improvement — 1  case  of  lupus, 
1  case  of  Pott's  caries  with  mediastinal  abscess,  1  ankle 
and  1  late  case  of  hip  disease  after  excision  and  with 
septic  infection,  which  after  considerable  improvement 
died  of  acute  nephritis.  In  6  cases  there  was  no  definite 
improvement — 1  case  of  advanced  septic  hip,  where  it  was 
doubtful  if  there  was  tuberculous  disease,  1  case  of  ad- 
vanced cystitis  with  probable  involvement  of  both  kidneys, 
3  cases  of  very  extensive  and  advanced  multi])le  foci,  and 
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1  case  of  acute  epididymitis ;  this  latter  is  really  the  only 
marked  case  of  failure,  the  other  5  were  all  very  bad  ad- 
vanced cases  where  no  treatment  could  be  expected  to  do 
nuich  or  any  good,  but  this,  though  an  early  case,  pro- 
gressed steadily  and  rapidly  while  the  injections  were  being 
given,  and  at  operation  the  process  was  found  spreading 
extensively. 

As  the  result  of  this  extended  trial  of  dioradin,  I  have 
come  to  the  following  conclusions  : — 

1.  Dioradin  injections  are  not  a  certain  cure  for  all  cases 
of  tuberculosis  ;  in  some  cases  they  will  produce  a  cure 
more  rapidly  and  more  certainly  than  any  other  treatment 
I  have  had  experience  of. 

2.  Early  cases  of  joint  disease  treated  by  injections, 
combined  with  ordinary  methods  of  rest,  good  food,  &c., 
will  recover  more  rapidly  and  more  surely  than  when 
treated  without  these  injections.  The  same  is  probably 
true  of  glandular  and  other  surgical  affections. 

3.  In  advanced  cases  with  abscess  formation,  if  injec- 
tions are  started  before  or  at  the  time  the  abscess  is  opened, 
the  abscess  will  usually  heal  rapidly,  the  tuberculous  pro- 
cess apparently  comes  to  an  end,  and  a  cure  results  in  a 
large  proportion  of  cases. 

•i.  Finally,  in  (liose  cases  complicated  by  septic  infec- 
tion dioradin  injections  will  generally  reduce  the  tempera- 
ture to  normal,  increase  the  appetite  and  weight,  and 
lessen  the  amount  of  discharge,  and  in  some  cases  even 
bring  about  a  final  cure,  as  in  Cases  III.,  V.,  and  VII. 

After  giving  over  3,000  injections  I  can  say  that  I  have 
never  seen  any  harm,  either  local  or  constitutional,  result 
from  them  ;  it  is  usually  advised  that  they  should  be  given 
intramuscularly,  but  it  is  just  as  good  to  give  them  sub- 
cutaneously ;  they  cause  no  pain,  and  have  never  in  my 
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experience  led  to  abscess  formation.  Disease  of  the 
kidneys  is  usually  mentioned  as  a  contra-indication,  and 
Case  XI.,  which  died  of  acute  nephritis  al'tc;!-  two  courses 
of  injections,  niighl  he  lhou<:;ht  to  point  to  Ihis;  however, 
the  symptoms  of  ne]ihritis  did  not  start  for  nioie  Ihan  tluce 
weeks  after  the  second  course  was  concluded,  and  there 
had  been  sej)tic  absorption  with  a  septic  temperature  olf 
and  on  for  more  than  twelve  months.  Also  in  a  case  of 
advanced  phthisis,  when  the  urine  A\iis  loadc^l  \\ith  albu- 
men, I  gave  forty  injections  on  alternate  days  with  no 
apparent  harm  to  the  kidneys.  So,  if  care  is  exercised  and 
the  injections  are  given  every  second  day  instead  of  daily, 
even  kidney  disease  need  prove  no  insuperable  bar  to  this 
method  of  treatment. 

In  conclusion,  I  must  acknowldge  my  indebtedness  to 
Dr.  Bernheim,  of  Paris,  who  has  generously  provided  me 
with  the  material  used  in  the  treatment  of  these  cases,  and 
also  to  my  colleagues  at  the  Royal  City  of  Dublin  Hospital, 
v.dio  have  kindly  allowed  me  to  try  this  method  on  some  of 
their  patients,  and  have  seen  and  examined  many  of  the 
cases  whose  history  I  have  brought  before  you  to-night . 

REFERENCE. 
1  Medical  Press  and  Circular,  March  27th,  1912. 


The  CuAUiMAX  considered  that  ]\fv.  Stoney  bad  not  claimed 
too  much  for  the  method.  He  considered  the  eoiiclusions 
drawn  from  the  results  of  the  treatment  to  be  justified. 
Dioradin  appeared  to  render  considerable  assistance  in  deal- 
ing with  the  disease.  There  was  one  objection,  however,  to 
its  use — i.e.,  the  expense.  He  thought  very  few  hospitals 
could  afford  it. 

Dr.  Kirkpatrick  said  that  he  had  but  small  experience  of 
the  method,  and  that  the  patients  with  which  he  had  tried 
it  were  not  ones   suffering   from   surf^ical   tuberculosis,   but; 
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from  phthisis.  He  was  sorry  to  say  that  he  did  not  see  any 
improvement  which  could  be  attributed  to  the  treatment. 
Four  of  the  five  cases  which  he  had  under  observation  last 
year  came  to  a  fatal  termination;  the  other  was  a  man  of 
advanced  age  who  had  an  involved  tubercular  lesion  at  the 
base  of  the  right  lung,  and  he  improved  considerably,  and 
left  the  hospital  expressing  himself  as  quite  well,  although 
he  (Dr.  Kirkpatrick)  could  not  satisfy  himself  that  he  was 
perfectly  well.  On  the  whole,  he  was  not  very  favourably 
impressed  by  dioradin.  Some  of  his  cases  had  been  seen 
and  examined  by  Dr.  Bernheim,  who  considered  them  suit- 
able for  dioradin  treatment.  He  had  seen  a  number  of  other 
patients  who  had  been  treated  with  the  drug  and  subse- 
quently with  injections  of  iodoform  suspended  in  ether,  and 
it  appeared  to  him  that  they  reacted  quite  as  favourably 
with  the  latter  as  when  treated  with  the  radio-active  sub- 
stance. He  considered  that  the  radium  in  dioradin  was 
rather  a  substance  added  to  it  in  order  to  increase  the 
imagination  of  the  patient.  It  appeared  to  him  that  the 
active  substance  in  the  drug  was  iodoform,  and  injection  of 
iodoform  in  certain  cases  had  been  followed  by  good  results. 
He  suggested  that  it  would  be  of  interest  to  proceed  with 
the  investigations  and  try  what  the  results  would  be  from 
using  an  ethereal  suspension  of  iodoform  in  a  similar  set  of 
patients. 

Mr.  C.  a.  Ball  inquired  if  there  was  only  one  out-patient 
treated  in  the  series.  This  he  considered  a  very  important 
matter,  as  when  surgical  cases  are  taken  into  hospital  a  very 
large  proportion  of  them  put  on  weight.  He  suggested  that, 
if  Mr.  Stoney  could  have  an  .unhmited  supply  of  dioradin 
free,  he  should  try  it  with  out-patients,  and  the  comparison 
of  the  results  with  the  hospital  patients  treated  would  be  of 
interest. 

Mr.  Gunn  said  that  he  had  six  cases  of  tubercular  disease 
under  treatment  with  injections — two  of  them  with  dioradiji 
and  four  with  a  preparation  supplied  in  Dublin  which  was 
much  the  same.  Of  the  six  cases  one  had  done  extremely 
well,  and  that  case  was  treated  with  the  inexpensive  drug, 
one  was  too  recently  treated  to  draw  any  conclusion,  and  the 
remaining  four  have  shown  no  improvement.       All  these  cases 
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had  been  treated  with  tuberculin  before  this  without  result, 
and  he  would  like  to  know  if  the  tuberculin  treatment  had 
any  influence  on  the  dioradin  treatment.  The  proportion 
of  failures  in  connection  with  the  treatment  of  cases  of 
tuberculosis  of  the  ankle  and  foot,  as  compared  with  any 
other  part,  was  remarkable.  He  considered  any  form  of 
treatment  which  would  have  a  good  effect  on  cases  of  lupus 
was  important,  as  in  such  cases  it  could  be  seen  what  was 
actually  happening. 

Mr.  Stoney,  in  reply,  said  he  had  treated  only  five  cases 
of  phthisis  with  dioradin,  and  the  results  were  not  very 
satisfactory  or  definite.  One  remarkable  case  in  which  there 
were  complications  was  given  injections  of  dioradin,  and  the 
patient  increased  nearly  a  stone  in  weight,  the  sputum  was 
reduced,  and  the  cough  relieved.  He  M^as  not,  however, 
sure  how  much  of  the  improvement  was  due  to  the  relief 
of  the  complications  and  how  much  to  the  improvement  in 
the  lungs.  With  regard  to  the  question  as  to  the  advantage 
of  radium  in  the  preparation,  test  tube  experiments  were 
made  with  and  without  radium  on  tubercle  bacilli,  and  as 
well  as  he  remembered  the  destruction  with  the  radio-active 
solution  was  three  times  as  fast  as  that  with  the  non- 
radium  solution.  The  active  principle  in  the  solution  was 
not  iodoform  but  iodine.  There  was  only  one  out-patient 
treated,  and  in  that  case  injections  were  given  only  eveiy 
second  day.  Many  of  the  patients  had  previously  been  in 
hospital  for  periods  from  three  to  fourteen  months  without 
improvement.  He  had  not  formed  any  definite  opinion  as 
to  cases  which  had  previously  been  treated  with  tuberculin, 
but  one  of  his  cases — complicated  with  tubercular  cystitis — 
had  been  treated  with  tuberculin,  and  at  first  showed  marked 
improvement;  however,  in  spite  of  the  continuance  of  the 
tuberculin  injections  she  became  worse,  and  dioradin  injec- 
tions were  tried,  and  the  patient  got  steadily  better,  and 
she  is  now  practically  well.  In  other  cases  that  had  been 
treated  previously  with  tuberculin  he  thought  the  results 
of  the  dioradin  treatment  had  been  much  the  same  as  in 
those  which  had  not  got  tuberculin. 
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PLATE  1. 

Mr.  W.  I.  DE  ('()[RCY  ^^'HEELER  Oil  "  Tul)ercular  ])isease 
of   the    Femur." 


Fig.  1. 


Fig.  2. 

Two  specimens  (actual  size)  of  the  lower  eud  of  the  femur  removed  by 
operatiou.  Note  the  new  "  bark  "  like  bone  formed  as  a  result  of  osteoplastic 
periostitis.     The  thickening  felt  clinically  is  thus  accounted  for. 
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THKEE  CASES  OF  TUBEECULAE  DISEASE  OF 
THE  LOWEE  END  OF  THE  FEMUE,  ILLUS- 
TEATING  SOME  POINTS  IN  PATHOLOGY 
AND  TEEATMENT. 

By  W.  I.  DE  COURCY  WHEELER,  M.D.,  P.R.C.S.I.  ; 
Surgeon,  Mercer's  Hospital. 

[Eeacl  in  the  Section  of  Surgery,  January  10,  1913.] 

Eecent  publications  on  the  subject  of  tubercular  disease 
of  the  bones  and  joints  in  children,  more  particularly  in 
relation  to  the  work  of  Stiles,  have  thrown  light  on  a 
subject  which  heretofore  has  been  in  a  mire  of  confusion. 
Little  knowledge  could  be  derived  from  the  involved 
descriptions,  complicated  nomenclature,  and  inaccurate 
pathology  which  marred  the  descriptions  in  the  majority  of 
text-books  dealing"  with  osseous  tuberculosis. 

In  this  communication  I  propose  to  concentrate  atten- 
tion on  three  recent  cases  of  tubercular  disease  of  the 
juxta-epiphyseal  (metaphysis)  portion  of  the  lower  end  of 
(be  femur.  The  disease  commences  and  progresses  along 
definite  anatomical  and  pathological  lines  in  a  correspond- 
ing position  in  all  bones. 

Pathology. — It  may  be  stated  as  an  axiom  that  the  great 
majority  of  cases  of  osseous  tuberculosis  owe  their  origin 
to  infection  from  contaminated  milk,  and  until  this  source 
of  infection  is  recognised  and  dealt  with  by  the  public  there 
will  be  no  diminution  of  the  stream  of  children  suffering 
from  the  disease  which  seeks  admission  to  the  hospitals. 
In  a  typical  case  the  tubercle  bacilli  can  be  traced  from  the 
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milk  to  the  meta])h}>;is  of  the  bones.  Possibly  the  child 
suffers  from  adenoids  or  enlarged  tonsils,  the  cervical, 
bronchial,  or  mesent(>ric  glands  become  involved.  The 
bacilli  are,  in  the  first  case,  carried  through  tributaries  of 
the  jugular  vein  into  the  pulmonary  circulation. 

Keachiiig  the  systemic  circulation,  the  survivors  of 
phagocytosis  and  endothelial  activity  are  deposited  in  the 
metaphysis  of  bones,  to  remain  latent  or  to  set  up  active 
disease.  The  reason  for  the  lodgment  of  tubercular  emboli 
in  this  situation  is  an  anatomical  one. 

Three  sets  of  capillaries  anastomose  in  the  mela])hysis 
of  bones  : — 

1.  The  end  branches  of  the  nutrient  artery  (diaphyseal 
group). 

2.  Branches  from  the  arteries  supplying  the  joint  enter- 
ing the  metaphysis  (metaphyseal  group). 

3.  Branches  from  the  same  source  as  2  supplying  the 
epiphysis  (epiphyseal  group)  perforate  the  cartilage  and 
anastomose  with  the  diaphyseal  and  metaphyseal  vessels. 

The  circulation  through  the  cancellous  spaces  of  the 
bone  is  slow,  and  this  fact,  combined  with  the  free  capil- 
lary anastomosis,  makes  it  obvious  why  the  site  is  a 
favourable  one  for  the  deposit  of  a  tuberculous  embolus. 

A  slight  injury,  breaking  down  some  of  the  trabeculac  of 
the  cancellous  spaces,  may  determine  the  onset  (by  setting 
free  the  embolus)  of  active  tuberculosis. 

Once  established,  the  disease  is  at  first  frequently 
central,  and  subsequently  is  carried  by  the  Haversian 
systems  through  the  compact  bone  to  the  periosteum.  Au 
osteoplastic  periostitis  ensues,  and  a  thin  layer  of  new 
bone,  very  porous  and  delicate,  is  laid  down  between  the 
thickened  periosteum  and  compact  bone.  Finally,  as 
caseation  and  liquefaction  proceed,  an  abscess  forms  in  the 
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Recent  A'-ray  of  case  operated  on  in  1909.  The  lower  third  of  the  shaft  of 
the  femur  was  removed  (between  the  arrows)  and  was  accurately  reformed 
as  shown.     Functional  result  perfect 
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soft  tissues,  and  is  followed  by  a  sinns  leading  down  to 
diseased  bone. 
B  The  formation  of  the  thin  layer  of  porous  bone,  eouplf'd 
with  the  presence  of  thickened  periosteum,  is  responsible 
for  the  very  important  clinical  sign  seen  early  in  these 
cases— viz.,  thickening.  (Plate  I.,  Figs.  1  and  '2). 
Tubercular  disease  may  arise  in  the  epiphysis  or  in  the 
diaphysis,  but  for  the  reasons  given,  not  nearly  so  com- 
monly as  in  the  situation  just  described.  Furthermore,  it 
is  impossible  to  have  a  tubercular  epiphysitis  unless 
centres  of  ossification  have  already  appeared  in  the  car- 
tilage. For  example  (with  the  exception  of  the  epicon- 
dyle)  the  inner  side  of  the  epiphysis  of  the  lower  end  of 
the  humerus  could  not  be  diseased  in  a  child  under  eleven 
years,  nor  could  the  outer  side  be  effected  until  the  child 
had  reached  the  age  of  two.  On  the  other  hand,  the 
upper  and  lower  e]:)iphyses  of  the  femur  (but  not  nearly  so 
frequently  as  the  metaphysis),  owing  to  early  appearance  of 
ossific  centres,  may  readily  be  the  site  of  tubercular  disease. 

The  relation  which  tubercular  metaphysitis  -bears  to 
disease  of  the  neighbouring  joints  is  very  definite. 

Thus,  in  the  hip-joint,  the  metaphysis  or  juxta-epiphy- 
seal  portion  of  the  neck  is  the  first  portion  of  the  joint  to 
be  involved.  But  here  the  metaphysis  is  entirely  enclosed 
within  the  capsule,  and  the  joint  cavity  can  scarcely  escape 
rapid  infection  from  direct  extension. 

On  the  other  hand,  the  metaphysis  of  the  lower  end  of 
the  femur  is  not  enclosed  within  the  joint  cavity  of  the 
knee,  and  is  separated  from  it  by  a  large  epiphysis.  In 
this  situation  the  joint  is  not,  as  a  rule,  involved  in  the 
customary  maniier,  the  i)rimary  focus  being  either  synovial 
or  epiphyseal.  What  has  been  said  of  the  knee-joint 
applies  equally  to  the  case  (jf  the  shoulder-joint. 
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The  three  cases  which  I  mention  below,  however, 
demonstrate  that  tubercular  metaphysitis  of  the  lower  end 
of  the  femur  is  no  less  conmion  than  in  other  situations. 
The  disease  progresses  along  the  lines  of  least  resistance, 
through  the  thin  trigone  of  the  femur,  presenting  as  a 
popliteal  abscess  above  and  behind  the  knee-joint. 

In  the  elbow-joint  the  metaphyses  of  all  three  bones  are 
within  the  joint  cavity,  and,  as  in  the  hip-joint,  tubercuku 
metaphysitis  is  followed  very  rapidly  by  general  joint 
infection. 

Diagnosis.— There  is  little  to  be  said  concerning  the 
diagnosis  of  central  tuberculosis  of  the  metaphysis  in  chil- 
dren. The  only  early  diagnostic  sign  is  thickening  of  the 
bone  in  the  region  of  the  epiphysis.  Occasionally  a  similar 
condition  is  present  in  cases  of  congenital  syphilis.  In 
every  case  an  a;-ray  photograph  must  be  taken  to  demon- 
strate the  tubercular  focus  and  to  estimate  the  extent  of 
operation  necessary  for  its  treatment. 

Treatment. — It  is  only  necessary  to  dwell  in  this  paix-r 
on  the  line  of  treatment  adopted  in  the  three  illustrative 
cases— the  method  is  applicable  to  practically  all  cases, 
but  I  believe  it  has  not  been  api^lied  to  cases  of  the  femur 
with  the  frequency  which  the  results  deserve,  from  fear 
of  shortening  and  lateral  deviations. 

In  some  instances  the  radical  operation  may  give  place 
to  more  conservative  non-operative  methods,  the  progress 
of  the  disease  being  ke]-)t  under  close  observation  in  order 
that  operation  may  be  recommended  in  progressive  cases 
before  the  formation  of  sinuses  and  mixed  infection.  The 
old  operation  of  exposing  the  bone,  and  of  eradicating  the 
disease  by  a  process  of  drilling,  scraping  and  drainage  may 
be  indicated  occasionally,  and  gives  good  results. 

The  operation  of  choice  is,  however,  to  divide  the  bone 


PLATE  III. 

Mr.  \Y.  I.  DE  CouRCY  Wheeler  on  "  Tubercular  Disease 
of   the    Femur." 


X-ray  of  second  case  one  year  after  operatiou.     (Tlie  bone  removed  is  shown 
_  in  Fig.  1  and  the  new  bone  lies  between  the  arrows. ) 
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with  a  Gigli's  saw  at  a  level  well  above  the  disease,  as 
shown  by  the  skiagram,  and  to  wrench  the  metaphysis  and 
diaphysis  away  from  the  epiphysis  by  means  of  a  powerful 
forceps.  In  no  instance  can  the  "  epiphyseal  line  "  be  in- 
jured, for  this  is  part  of  the  epiphyseal  mass,  which  could 
not,  by  the  use  of  any  reasonable  force,  be  pulled  away 
from  the  joint.  As  a  rule,  in  the  presence  of  disease  at  or 
near  the  juxta-epiphyseal  line  little  force  is  required  to 
remove  the  diseased  portion  from  the  epiphysis,  and  if 
difficulty  is  experienced  a  few  touches  of  the  chisel  will 
complete  the  separation. 

The  periosteum  in  these  cases  is  thickened,  and  easily 
separated  from  the  bone.  The  latter  is  removed  from  the 
tube  of  periosteum,  as  is  familiar  in  rib  operations,  only 
with  very  much  more  facility.  Whatever  the  role  of  the 
periosteum  in  the  production  of  new  bone,  it  at  least  acts 
as  a  tubular  guide  to  promote  regularity  of  growth. 

Without  the  aid  of  a:;-ray  photographs  it  would  be  diffi- 
cult to  believe  with  what  accuracy  the  bone  is  replaced  by 
osteogenetic  forces  in  a  comparatively  short  time.  ■  (Plates 
IT.,  in.,  and  IV.) 

In  my  first  case,  operated  upon  in  1909,  before  any 
similar  cases  had  been  put  on  record,  I  removed  the  lower 
third  of  the  femur  in  a  boy  suffering  from  tubercular  meta- 
physitis.  In  this  case  a  mixed  infection  was  present,  and 
an  old-standing  sinus  discharged  in  the  popHteal  space. 
The  result  of  the  operation  is  shown  in  the  accompanying 
skiagram  (Plate  II.).  The  boy  has  perfect  use  of  his 
leg ;  there  is  three-quarters  of  an  inch  shortening,  and  the 
movements  of  the  knee-joint  are  normal.  The  treatment 
after  operation  consisted  in  the  application  of  an  8  lb. 
weight  and  pully  with  lateral  sand-bags. 

The  second  and  third  cases  were  also  septic  from  the  ex- 
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istence  of  old-standing  sinuses,  ImU  nolliinf^'  could  have 
excelled  the  results  of  "  nietaphysectoniy."  The  third 
case,  which  has  hnt  recently  left  hospital,  shows  in  the 
skiagram  the  ffjrniation  of  the  new  bone  as  yet  incom- 
]"»lete  (IMate  I\'.).  The  portions  of  hone  removed  from 
the  last  two  cases  are  illustrated  (in  Plate  I.,  Figs. 
1  and  "J* — the  sjiecimen  from  the  first  case  (Plate  ir.>. 
which  was  in  every  respect  similar,  but  larger,  \va- 
unfortunately  lost. 

I  must  again  acknowledge  my  indebtedness  to  Mi. 
Stiles,  whose  work  I  had  an  opportunity  of  seeing,  and  who 
has  helped  to  put  this  whole  subject  on  a  sound  and 
scientific  basis. 


]\Ir.  J.  Boyd  Barrett  said  that  the  difficulty  appeared  to 
him  to  be  in  the  after-treatment  of  such  cases.  He  had  no 
doubt  that  great  care  was  required  to  keep  the  knee  in  posi- 
tion after  the  operation.  He  asked  Mr.  Wheeler  to  illustrate 
a  little  of  the  after-ti'eatment. 

Mr.  W.  Pearson  said  that  some  of  the  points  raised  in 
the  communication  were  applicable  not  alone  to  these  cases, 
but  also  to  the  general  treatment  of  osteomyelitis.  He  did 
not  think  that  the  points  in  pathology  were  absolutely  new. 
He  considered  that  this  method  of  treatment  is  the  only 
sound  method  in  dealing  with  a  bony  cavit}'  of  any  large 
extent.  He  referred  to  the  experience  in  cases  treated  by 
scraping,  plugging,  &c.,  in  which  sinuses  kept  on  discharg- 
ing as  if  nothing  had  been  done.  He  asked  whether  in  these 
cases  tha  cavity  left  after  the  removal  of  the  bone  is  filled 
with  wax  or  whether  the  periosteum  is  allowed  to  collapse, 
because  he  thought  the  latt-er  would  be  sufficient.  He  con- 
sidei'ed  that  some  extension  was  necessary  while  the  iiew 
bone  was  forming,  otherwise  there  would  be  a  great  amount 
of  shortening  of  the  limb,  and  he  had  no  doubt  that  even  in 
the  cas^s  shown  there  would  be  some  shortening.  He 
thought  that  it  would  be  helpful  if  one  were  to  be  satisfied 
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Tubercular  Disease 


K-vny  of  third  case.     Some  moutlis  after  operation,  the  bone  is  in  process  of 
formation.     Bismuth  paste  is  seen.      The  bone  removed  is  shown  in  Fig.  2. 
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with  a  less  extensive  oj)eration — viz.,  not  to  excise  the  whole 
circumference.  He  was  much  interested  in  the  cases  which 
illustrated  how  rapidly  the  bone  formed  in  young  subjects. 

Mr.  Haughton  said  the  subject  of  the  communication  was 
of  extraordinary  interest,  and  the  cases  proved  the  excel- 
lence of  the  operation.  He  pointed  out  that  it  was  stated 
by  Mr.  Harold  Stiles  that  the  treatment  in  such  bone  cases 
was  more  difficult  than  some  major  operations  in  abdominal 
siu-gery.  His  experience  was  that  the  vital  point  in  the 
treatment  was  the  removal  of  all  disease.  X-ray  photo- 
graphs should  be  relied  on  to  ascertain  the  extent  of  t4ie 
disease,  and  the  operation  could  then  be  planned  precisely. 
He  referred  to  his  experience  with  osteomyelitis,  and  said 
that  complete  removal  of  the  diseased  bone  was  followed  by 
complete  recovery.  In  a  recent  case  he  had  removed  about 
eight  inches  of  the  diaphysis  of  the  femur,  and  M^hen  the 
sequestrum  was  removed  there  was  a  three-inch  gap.  Ex- 
tension was  put  on,  and  in  three  months'  time  the  wound 
was  healed,  and  in  six  months'  time  the  patient  was  walking 
on  a  new  column  of  bone.  He  again  emphasised  the  vital 
points — Lc,  complete  removal  and  cc-rays  to  help. 

Mr.  Maunsell  said  that,  in  the  diagnosis  of  these  cases, 
he  thought  that  a  great  many  of  them  w'ere  looked  on  as 
tubercular  which  were  really  septic  osteomyelitis,  but  he 
had  no  doul^t  that  afterwards  they  had  become  tubercular, 
although  at  the  start  they  were  either  acute  or  sub-acute 
osteomyelitis.  He  was  in  agreement  with  the  removal  of  all 
diseased  tissue,  but  he  had  seen  cavities  which  had  not  been 
laid  thoroughly  flat,  and  they  healed  up  perfectly  w^ell.  In 
osteomyelitis  cases,  either  tubercular  or  non- tubercular,  he 
thought  that  it  was  not  wise  to  proceed  with  great  haste, 
and  tliat  one  should  be  guided  by  a^-rays.  He  thought  that 
certain  cases  would  heal  up  with  a  much  more  modified 
operation  than  the  total  removal  of  the  diaphysis.  He  looked 
on  the  cases  as  a  usef(d  lesson  in  physiology,  as  they 
helped  the  surgeon  in  not  being  afraid  of  removing  a  large 
quantity  of  bone.  He  would,  however,  be  slow  to  remove  a 
large  piece  of  the  diaphysis,  and  would  be  satisfied  with 
more  modei-ate  measures. 

TuR  Presipent  said  that  these  cases  recalled  to  his  mind 
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a  case  Ibat  came  uiuler  liis  notice  some  years  apo  wlien  on 
the  staff  of  the  Adelaide  Hospital.  He  was  asked  to  pro- 
cure admission  for  a  boy  with  disease  of  the  leg.  The 
patient  was  in  a  most  pitiful  condition — emaciated,  &c. — 
and  recovery  appeared  to  l)e  out  of  the  question  at  the  time. 
Four-fifths  of  one  tibia  was  in  a  shocking  condition  from 
chronic  disease  of  the  bone.  INIr.  Barton  cut  down  and  re- 
moved the  sequestrum,  the  boy  made  an  extraordinary  re- 
covery, and  a  couple  of  years  afterwards  emigrated,  having 
in  the  meantime  grown  to  nearly  six  feet  in  height.  He 
considered  that  this  case  illustrated  the  extraordinary  power 
of  recovery  seen  in  these  cases. 

Mr.  Wheeler,  in  replying  to  the  remarks,  said  he  was 
indebted  to  Dr.  Maurice  Hayes  for  the  photographs  in  those 
cases.  Referring  to  the  after-treatment,  he  said  that  this 
seemed  important  at  first  sight,  but  he  found  that  7  or  8  lbs. 
of  sand  bags  were  good  enough  for  the  pull.  He  pointed  out 
that  the  interesting  part  of  the  subject  was  really  new,  and 
that  it  was  first  pointed  out  by  Lexer,  who  showed  that  all 
the  blood-vessels  anastomised  in  this  region,  and  that  con- 
tusions and  sprains  easily  set  up  tubercular  abscesses  in 
the  joint.  With  regard  to  Brodie's  abscess,  he  would  like 
to  dissociate  himself  from  everything  but  tubercular 
disease .  As  to  the  periosteum  being  adherent  in  each  of  the 
three  cases  he  found  it  easy  to  separate  the  periosteum. 
He  used  bismuth  paste  and  iodoform,  and  did  not  attempt 
to  fill  the  cavity  up.  Referring  to  Mr.  Maunsell's  remarks, 
he  said  that  there  was  no  bone  or  other  trouble  until  the 
abscess  was  noticed  in  the  popliteal  space.  The  cases  were 
very  chronic  when  he  got  them,  and  there  was  no  hurry 
about  tliem.  In  the  first  case  he  had  tried  scraping  without 
effect. 


NEPHEECTOMY. 

By  C.   AETHUR  BALL,   M.D.,   F.E.C.S.I.; 
Surgeon,  Sir  Patrick  Dun's  Hospital,  Dublin. 

[Read  in  the  Section  of  Surgery,  February  21,  1913.] 

I  AM  afraid  that  some  members  of  the  Academy  will  think 
I  should  apologise  for  bringing  such  an  old  and,  to  many, 
simple  and  plain  sailing  operation  before  them  to-night. 
My  reason  for  doing  so  is  that  I  feel  that  there  is  a  ten- 
dency for  surgery  to  progress  rapidly  along  its  newer  and 
more  enticing  paths,  while  some  of  the  older  operations 
suffer  from  want  of  thought  and  discussion,  and,  there- 
fore, remain  in  the  old  groove,  and  do  not  advance 
beyond  the  limits  reached  twenty  or  thirty  years  ago. 

The  operation  of  nephrectomy  has  not  advanced  much 
of  late.  I  am,  therefore,  bringing  it  before  you  to-night 
in  the  hopes  of  provoking  a  discussion. 

Nephrectomy  is  an  operation  with  a  high  mortality.  T 
have  not  come  across  any  recent  statistics,  but  Tuffier 
some  years  ago  reported  200  cases  of  lumbar  nephrectomy 
with  a  mortality  of  28  per  cent.,  and  161  cases  of  trans- 
peritoneal nephrectomy  with  a  mortality  of  44  per  cent. 
The  improved  methods  of  diagnosis  have  greatly  reduced 
this  high  mortality,  for  it  is  now  generally  possible  to 
fietei-mine  beforehand  that  the  patient  has  a  second 
kidney,  and  that  the  kidney  to  be  left  is  capable  of  taking 
on  llic  work  of  the  one  about  to  be  removed. 

There   still    remains    a  risk    attached    to    nephrectomy 
which  is  probably  greater  than  that  of  any  other  major 
T."  K 
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operation— that  is,  the  danper  of  hn'niorrhape  flurin^:  the 
operation.  1  iliiiik  enon^zh  importaiicc  is  not  attaclied  to 
Ihis  danf^er  in  the  teacliin^'  of  tlie  snhject,  and  T  hope  1o 
draw  yonr  attention  to  il  and  to  iioint  ont  how  it  may 
largely  l)e  prevented. 

My  attention  was  first  drawn  to  the  danger  of  h.DiK.r- 
rhaoe  shortly  after  T  was  quahfied,  when  1  saw  a  patient 
hleed  to  death  from  a  nephrectomy.  Ahont  the  same 
time  T  ^'ot  details  of  two  other  fatal  cases  of  h;i'moirhaoe 
durino-  nephrectomy.  These  three  cases  all  occurred  in 
Dnhlin.  Since  then  T  have  seen  a  patient  nearly  hleed 
to  death  on  more  than  one  occasion.  These  cases  all 
occnrred  during  Inmhar  nephrectomy;  therefore,  T  had 
reason,  hefore  doinn-  a  nephrectoiny  myself,  to  ;i])preciate 
how  real  this  danper  is. 

If  yon    look    at    any    of  the    well-known    texthooks    on 
operative     surgery    you     will     see     that    there     nrc     two 
methods  of  ]ierforminp-  nep>hrectomy— the  lumhar  and  the 
ahdominal— that    is,    the    trans-peritoneal  :    the    latter    is 
only  recommended  for  very  large  tnmonrs,  the  former  for 
all  ordinary  cases,  and  this  is  the  operation  performed  hy 
the    majority   of    surgeons,    and    the    one    the    student    is 
taught.     That  he  is  so  tanght  is,  to  my  mind,  the  reason 
foi'  so  many  cases  of  dangerons  and  even  fatal  haemor- 
rhage dnring  nephrectomy.     T  have  some  reason  for  heing 
familiar  with  this  fact,  for  I  conducted  an  operative  sur- 
gerv  class  twice  a   year  for  five   years   in   ihe    School    in 
Trinity  College   for  preparing  candidates   for  the   Army. 
Xavv,    and    Indian    ^ledical    Services.      This    class    was 
composed    of   men    just    (jualified.    and    they    came    fiom 
various    teaching    centres,    and    ])erformed    most    of    the 
recognised    operations,    including    nephrectomy,    and    T; 
think  T   may   say   that  in   the   lumhnr  nephrectomies   as 
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performed  by  the  majority  of  them— and  many  were  good 
or  wonld  make  good,  surgeons— there  would  have  been 
several  cases  of  fatal  ha-morrhage  if  the  •'  siil)jects  "  had 
been  living,  and,  remember,  the  removal  of  a  healthy— 
that  is,  an  easily  mobilised  kidney— by  the  lnmi)ar  route 
is  an  operation  of  great  simplicity,  and  this,  I  think, 
gives  one  familiar  with  the  removal  of  the  kidney  in  the 
dead  subject  a  false  sense  of  security  when  operating  on 
an  adherent  diseased  one. 

Another  operation  that  was  formerly  attended  by 
serious  or  even  fatal  hemorrhage  was  that  of  thyroid- 
ectomy. But,  thanks  to  the  teaching  of  Kocher.  we 
now  make  a  very  free  incision,  so  that  the  vessels  can  be 
easily  seen  and  dealt  with,  and  thus  this  danger  is  largely 
removed. 

Can  we  get  better  access  to  the  kidney  than  by  a 
lumbar  incision?  T  think  we  certainly  can,  and  if  this 
is  so  should  not  the  lumbar  operation  be  given  up  and 
placed  in  the  same  class,  and  on  the  shelf  with  lumbar 
colotomy?  This  is  the  position  it  occupies  as  far  as  I 
am  concerned,  for  I  have  never  performed  a  lumbar 
colotomy  or  a  lumbar  nephrectomv,  and  T  hope  I  never 
shall. 

Tjet  us  now  consider  the  anatomical  position  of  the 
kidneys;  we  will  see  that  the  kidneys  lie  mostly  under 
cover  of  the  ribs  and  near  the  middle  line.  As  the  years 
pass  since  we  first  learnt  anatomy  our  ideas  as  to  its 
position  become  slightly  warjied  bv  our  efforts  to  palpate 
the  kidney  in  the  loin.  This  makes  us  inclined  to  think 
3f  the  kidney  as  being  situated  further  from  the  middle 
line  and  lower  in  position  than  it  normally  should  be. 
The  position  as  given  in  Cunningham's  anatomy  is  as 
follows  : — "  The   kidneys   lie   for   the   most   part   in   the 
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hypochondriac  and  epigastric  regions.  As  a  i-ule,  the 
left  kidney  is  entirely  confined  1o  these  districts,  l)ii1  the 
right  kidney,  which,  as  a  rule,  occupies  a  slightly  lower 
level,  crosses  the  suhcostal  plane,  so  that  a  small  portion 
of  its  inferior  extremity  comes  to  lie  in  the  right  lumbar 
and  adjoining  part  of  the  nmhilical  region." 

If  we  consider  the  relation  of  the  rihs  and  pleura  to 
the  kidneys  as  seen  from  behind,  we  will  see  that  if  the 
last  rib  is  removed,  in  order  to  give  more  room,  when 
exposing  the  kidney  by  a  lumbar  incision,  how  easily  the 
pleura  may  be  injured.  If  the  last  rib  is  rudimentary, 
and  the  eleventh  be  mistaken  for  it,  ho^^■  exceedingly 
likely  it  is  for  the  pleura  to  be  opened.  It  may  be  said 
that  this  will  do  no  harm,  and  the  opening  can  be  easily 
stitched  up  again,  hut  still  this  is  an  accident  that  might 
give  rise  to  unpleasant  sequeho,  and  should  be  avoided  if 
possilde,  although  many  surgeons  make  a  practice  of  re- 
moving the  last  rill  to  give  more  room  during  a  nej^hrec- 
tomy.  J.  Max'o  found  it  necessary  in  51  out  of  20.3 
lumbar  incisions,  and  in  18  of  these  the  pleura  was  acci- 
dentally opened,  but  in  not  a  single  case  did  the  lung 
collapse  or  any  liarm  result  to  the  imtient  from  opening 
the  pleura. 

Now,  to  consider  the  ]'elation  of  the  l\'idn<'Vs  to  the  lai'ge 
blood-vessels.  If  one  looks  at  an  anatomical  jiicture  of 
these,  one  is  struck  with  the  very  short  length  of  the  right 
renal  vessels  and  the  close  relation  of  the  kidney  to  the 
vena  caya.  One  can  readily  estimate  the  sti'ain  that  must 
ht'  i^roduced  on  these  vessels  if  tlie  k'idney  is  to  be  brought 
out  tlu'ough  an  incision  in  the  loin— in  fact,  just  from 
looking  at  an  anatomical  picture  one  would  think  it  almost 
impossible.  No  wonder,  then,  that  dangerous  and  even 
fatal  h;rmorrhage  sometimes  occurs,  or  that  it  is  more 
common  on  the  right  side  than  on  the  left. 
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Bui  i(  IS  not  rroiii  iiurnial  vessels  that  most  accidents 
occur,    but    irom    abnormally    situated   vessels,    and    we 
know  that  the  renal  vessels  frequently  deviate  from  the 
normal    arrangement.      But    we    see    in    Cunningham's 
ajiatomy  that   the   arteries  of  opposite  sides  may  spring 
from  a  common  stem,  or  there  may  be  two  or  more  renal 
arteries   on   one   or   both    sides.     The   accessory  arteries 
are  more  common  on  the  left  Ihan  on  the  right  side,  and 
aji  accessory   artery   rising   above   the  ordinary   vessel   is 
more    connnon    than    one    rising    below    it.       Accessory 
arteries  may  be  derived  not  only  from  the  aorta,  but  also 
from  the  common  or  internal  iliac  arteries.     They  have 
also  been  described  as  arising  from  the  inferior  phrenic, 
spermatic,  lumbar,   or   middle   sacral   arteries,    and  even 
from  the  external  iliac  artery.    As  the  kidney  is  developed 
in  the  region  of  the  first  sacral  vertebra,  and  afterwards 
ascends  to  its  permanent  position,  it  is  not  surprising  that 
it  occasionally  receives  arteries  from   the  main   stem  of 
more  than  one  of  the  segments  of  the  body  through- which 
it  has  passed,  and  it  is  usually  found  that  the  lower  the 
position  of  the  kidney  in  the  abdomen  the  more  likely  it 
is  to  receive  its  arteries  from  the  lower  part  of  the  aorta  or 
from    the    common  iliac    arteries.      The   accessory    renal 
arteries  which  spring  from  the  inferior  phrenic,  the  sper- 
matic, and  lumbar  arteries  can  only  be  the  result  of  per- 
sistence    and    enlargement     of     anastomosing     channels 
between  the  renal  and  either  intermediate  visceral  or  a 
iomatic  artery. 

Let  us  consider  noN\-  what,  anatomically  speaking,  is 
he  easiest  incision  for  ex])osing  the  kidney.  If  one 
A'ished  to  rapidly  ex[)ose  a  kidney  i)(>st-))i()rt('iH ,  one 
■vould  unquesti()nal)ly  do  so  through  an  abdominal  trans- 
)eritoneal  incision.  What,  then,  is  the  ol)jection  to  doing 
I  trans-peritoneal  nephrectomy?    That  is  the  incision  that 
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is  recommended  for  very  large  kidneys.  There  are  two 
very  strong  reasons  fur  not  using  it  as  a  routine  method. 
The  first  is  that  there  is  often  considerable  difficulty  in 
packing  away  the  intestines  so  as  to  expose  the  posterior 
peritoneal  surface  freely,  fn  other  words,  the  operation 
is  often  a  difficult  one.  The  second  is  the  danger  of  in- 
fecting the  peritoneal  cavity.  This  is  a  very  real  danger 
because  so  many  of  the  kidneys  requiring  removal  are 
infected  ones. 

What  incision  will  give  freest  exposure  of  the  kuhicy 
next  to  the  trans-peritoneal  one?  Undoubtedly  a  lumbo- 
iliac  incision,  such  as  is  recommended  for  exposing 
the  kidney  and  entire  ureter.  This  is  the  incision  1 
always  employ  for  nephrectomy,  and  I  am  entirely  satis- 
fied with  its  advantages.  Perhaps  it  may  be  of  interest  to 
describe  how  I  came  to  be  familiar  with  this  incision? 
My  first  nephrectomy  was  to  remove  a  large  hyper- 
nephroma that  filled  up  the  entire  half  of  the  abdomen. 
It  w^as  obvious  that  a  lumbar  incision  would  not  give 
sufficient  room,  so  that  I  made  a  lumbo-iliac  incision. 
The  ease  with  which  this  kidney  was  dealt  with,  and  the 
free  exposure  obtained,  so  impressed  me  that  1  deter- 
mined, being,  as  I  have  already  stated,  prejudiced  against 
the  lumbar  incision  on  account  of  the  accidents  1  had 
seen,  to  adopt  a  similar  incision  for  my  next  nephrectomy, 
which  w^as  a  small  tubercular  one.  Again  I  was  impressed 
with  the  safety  and  comfort  of  this  incision. 

The  following  is  the  procedure  I  adopt  now  as  a 
routine  : — An  incision  is  made  in  the  line  of  the  fibres  of 
the  external  oblique  muscle,  a  little  further  out  than  an 
ordinary  McBirney  appendix  incision.  It  is  unnecessary 
to  keep  right  out  close  to  the  iliac  crest  as  figured  in  most 
books  in  describing  the  lumbo-iliac  incision,  and  it  is  in- 
advisable  also,    for   such   an   incision   is   not   so   easy  to 
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ytitcli  up,  and  one  is  a[)t  to  wound  the  deep  circumflex 
iliac  vessels  with  llie  needle  when  stitching  up  the  in- 
ternal oblique  nniscle,  and  so  have  slight  but  delaying 
bleeding.  The  external  oblique  aponeurosis  is  then  split 
in  the  direction  of  its  fibres,  and  the  internal  oblique  and 
transversalis  muscles  cut  through  across  the  direction  of 
their  fibres — that  is,  in  the  same  direction  as  the  split  in 
tlie  external  aponeurosis.  The  peritoneal  reflection  is 
then  sought  and  retracted  towards  the  middle  line.  The 
ureter  is  next  sought  for  where  it  crosses  the  iliac  vessels, 
and  it  must  be  remembered  that  it  generally  pulls  up 
^\  ith  the  peritoneum  ott'  the  posterior  abdominal  wall. 

The  ureter  is  followed  up  to  the  kidney,  and  forms  the 
guide  to  the  main  renal  vessels,  and  any  abnormal  vessels 
are  readily  seen  and  dealt  with.  When  the  renal  vessels 
are  tied  the  kidney  still  attached  to  the  ureter  is  brought 
out  through  the  wound  and  the  ureter  divided  as  low  down 
as  ujay  be  considered  necessary. 

-No  doubt  it  will  be  said  that  this  anterior  iliac  incision 
is  more  likely  to  be  followed  by  a  hernia  than  a  lumbar 
incisiou.  This  does  not  seem  to  be  the  case.  In  the  most 
extensive  lumbo-iliac  incision  that  I  have  made  for  a  large 
j'enal  tumour  L  saw  the  patient  some  years  afterwards, 
when  she  was  suffering  from  an  abscess  in  the  breast 
follo^\■il)g  the  second  pregnancy  since  her  kidney  was  re- 
moved. The  abdominal  sear  ^\•as  quite  sound,  in  spite  of 
the  severe  test  (jf  two  full  term  pregnancies.  In  two 
eases  I  have  seen  what  a]i|)eared  to  be  the  entire  wound 
open  as  the  result  of  extensive  tubercular  infection,  one 
l)eing  eertaiid}  due  to  an  excessive  dose  of  tul)erculin.  In 
these  eases  there  was  no  tendency  to  hernial  protrusion, 
and  the  wound  subseipiently  healed  soundly.  On  the  other 
hand,  I  have  seen  a  very  extensive  hernia  into  the  scar 
of  a  lumbar  nephrectomy. 
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I  think  the  most  hiipurtant  reason  for  the  sound 
abdominal  scar  alter  the  lumbo-iliac  incision  is  tlie  fact 
that  the  external  aponeurosis  and  muscle  is  nut  cut  but 
split  in  the  direction  of  its  fibivs,  and  wlicu  stitclicd  up 
again  forms  a  very  powerful  bar  to  the  development  of  a 
hernia. 

It  may  be  said  that  u  lumbo-iliac  incision  large  eJiough 
to  remove  a  kidney  nuist  necessarily  cut  some  of  the 
nerves  supplying  part  of  the  abdominal  muscles.  This  is 
not  the  case,  for  one  can  generally,  when  cutting  through 
the  internal  oblique  and  transversalis  muscles,  leave  the 
nerves  uncut.  When  the  muscles  are  divided  the  nerves 
can  be  retracted  upwards  and  downwards  out  of  the  way. 

When  the  kidney  has  been  removed  a  stab  wound  is 
made  into  the  loin  and  a  rubber  drainage  tube  inserted, 
the  anterior  wound  is  then  completely  closed,  the  muscles 
being  sutured  in  layers  with  catgut. 

No  doubt  it  will  be  said  by  supporters  of  hunbaj' 
nephrectomy  that  if  the  kidney  will  not  come  uji  into  the 
lumbar  incision  the  proper  jjrocedure  is  not  complete 
nephrectomy,  but  subcapsular  nephrectomy,  and  that 
such  a  procedure  is  not  likely  to  be  attended  by  dangerous 
haemorrhage.  Of  course  this  is  quite  true,  but  one  must 
remember  that  subcapsular  nephrectomy  is  an  operation 
that  can  only  be  carried  out  in  inflammatory  and  tuber- 
cular conditions.  In  the  case  of  new  growths  the  kidney 
must  be  completely  extirpated,  and  it  is  in  such  cases 
that  enlarged  and  new  vessels  may  be  a  source  of  danger. 

My  object  in  writing  this  paper  is  not  to  try  and  con- 
vert those  who  are  satisfied  w^ith,  and  who,  by  experience, 
have  become  proficient  in  performing  the  lumbar  opera- 
tion, but  to  suggest  that  the  Inrabo-iliac  incision  should  be 
taught  to  the  student,  for  I  am  convinced  that  if  more 
kidneys  were  removed  bv  this  route,  there  would  be  fewer 
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dealhs  from  lia'inoiTlia^^i',  aud  the  total  mortality  for 
nephrectomy  would  be  quite  appreciably  reduced. 
I  The  lumbo-ihac  incision  is,  to  my  mind,  an  entirely 
satisfactory  one  for  the  removal  of  calcnli.  fl  has  the 
advantage  of  having  the  ureter  available  for  exploration 
at  the  same  time,  and  calculi  can  be  removed  from  the 
kidney  without  the  l)ruising  and  rough  handling  the 
Ixidney  S(jmetimes  receives  when  attempts  ai'e  made  to 
hiiiig  ii  out  lhi(jiigh  a  lumbar  incision  in  order  to  remove 
a  calculus. 

Another  advantage  the  lunilxj-iliac  incisiou  [)ossesses 
over  the  lumljar  one  is  that  if  it  is  desirable  to  palpate  the 
opj)osite  kidney  or  explore  the  abdominal  cavity  such  a 
procedure  is  very  easy,  for  it  is  only  necessary  to  incise 
the  loose  ])eritoneum,  when  it  is  lifted  up  off  the  [)osteri(jr 
abdominal  wall,  and  introduce  the  hand  into  the  peri- 
toneal cavity.  Such  an  incision,  owing  to  the  complete 
slackness  of  the  peritoneum,  can  be  sewn  up  again  with 
great  ra])idity ;  it  takes  very  little  extra  time,  and  does  not 
add  to  the  severity  of  the  operation. 

In  conclusion  1  would  say  that  there  should  be  no  deaths 
rioin  haemorrhage  during  nephrectomy.  There  always 
\\ill  be  some  as  long  as  students  become  qualitied,  and  go 
forth,  and  are  liable  at  any  time,  perhaps  in  remote  parts 
of  the  world,  to  be  called  on  to  remove  a  kidney,  perhaps 
with  only  unskilled  assistance,  and  start  to  do  so  with  the 
idea  that  hnnbar  nephrectomy  is  always  an  easy  and  safe 
procedure. 


]\Ir.  ]\Iauxsell  thought  it  was  not  shown  \\nth  suflficient 
lucidity  wliat  ])osition  the  patient  was  put  in,  but  he  took  it 
tlint  AI)'.  l^all  started  the  opei'atiou  uitli  tlu'  i)ntient  lying  on 
the  back.  Ho  considered  that  the  lar<;t'  iueision  was  more 
for  a  case  where  the  diagnosis  had  been  fonned  and  that  a 
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ne])iirectoniy  was  going  to  be  doiR'.  It  seemed  to  him  a 
little  too  much  to  make  this  incision  where  the  operatoi-  was 
going  to  go  down  on  the  kidney  and  |)ossil)ly  savf  ihr  oj-gati. 
He  had  used  the  incision  advocated  hy  Mr.  I  Jail  where  he 
was  searcliing  for  a  stone  kjw  down  in  the  ini'ter,  hclore  tlic 
present  ;c-ray  applianci's  were  available.  In  another  casi-  he 
used  the  incision  for  a  large  multicystic  kidney  in  a  young 
child,  and  it  worked  very  satisfaetoiily. 

Sir  Joiix  Lextaigxk  considered  that  the  etticieiicy  ot  the 
other  kidney  was  the  most  imjtortanl  point  to  look  into,  and 
it  was  always  the  one  that  he  weighed  before  operatijig  on  a 
kidney.  The  feai'  that  the  other  kidney  miglit  be  out  of  use 
is  the  thing  which  should  influence  the  o])erator  most  in  his 
procedure.  In  cases  of  tuberculosis  tliere  was  a  I'eal 
danger,  as  in  a  hite  stage  of  the  disease  it  s]>reads  down  the 
ureter  to  the  bladdei-,  and  tlieii  ahiiosf  at  once  aii  ascending 
tuberculosis  stai'ts  whicli  woukl  surely  attack  the  other 
kidney.  He  did  not  considei'  the  dange)-  of  hyemorrhage 
quite  as  great  as  Mr.  Ball  said  it  was.  h\  cases  of  peri- 
nephric inflammation  he  had  found  the  suli-capsular  method 
the  best. 

Mk.  Kkxnkdy  said  that  he  was  at  a  loss  to  know  how  far 
the  incision  was  cari-ied  u|)wards.  He  considered  that  it  began 
rather  too  low  down,  as  the  ureter,  he  thought,  could  be  ex- 
plored very  well  with  the  incision  not  coming  so  low  down. 
He  considered  it  a  very  swee])ing  thing  to  condenui  the 
lumbar  operation,  as  by  combining  the  incision  at-  right 
angles  with  lumbar  incision  the  largest  kidney  could  be  taken 
out.  He  referred  to  the  use  of  a  clamp  for  removing 
htemorrhage.  If  the  pedicle  of  the  kidney  was  taken  up  and 
cdamped  before  the  vessels  were  isolated,  the  latter  could 
afterwards  be  taken  up  and  tied  individually,  and  this  he 
considered  would  do  away  with  hctmorrhage.  It  was,  he 
said,  astonishing  what  amount  of  room  was  provided  by  the 
freeing  of  the  last  rib. 

I\Ir.  Pe.\rson  said  he  had  the  ])leasure  of  seeing  two  or 
three  nephrectomies  by  the  incision  described,  and  to  his 
mind  it  is  the  ideal  procedure.  The  ease  with  which  the 
operator  can  see  what  he  is  doing  was  very  remarkable.  His 
recollecbion  of  the  incision  was  that  it  was  more  of  a  lateral 
incision.    He  did  not  think  the  incision  was  a  big  one  at  all, 
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and  it  struck  him  as  being  better  than  the  lumbar  one.  He 
thought  that  getting  a  ehunp  on  the  pedielc  in  a  fat  subject 
was  not  sucli  an  easy  thing  to  do.  The  clamp  might  not  be 
got  round  all  the  vessels ;  some  very  large  ones  might  easily 
escape,  and  he  considered  that  there  was  considerable 
danger  of  the  pedicle  being  cut  so  close  to  the  blades  of  the 
clamp  that  they  might  slip  out  of  it. 

Mr.  C.  a.  Ball,  in  replying  to  the  remarks,  thanked  the 
members  of  the  Academy  for  the  way  in  which  they  received 
his  communication.  He  was  pleased  to  see  that  it  had 
evoked  such  an  interesting  discussion.  As  to  the  position  of 
the  patient,  lie  said  he  generally  started  by  laying  the  patient 
on  the  back,  inclining  the  body  a  little  to  one  side.  The  in- 
cision was  like  the  lumbar  iliac  incision  shown  on  the  slide. 
He  usually  started  with  a  small  incision  of  about  four  or  five 
inches,  and  if  there  was  not  room  enough  he  extended  it 
higher  up.  It  was  astonishing  what  a  small  incision  would 
do  with  a  thin  patient.  No  one  now  hesitated  to  open  the 
abdomen  for  an  exploratory  operation,  and  he,  therefore,  saw 
no  reason  why  this  incision  might  not  be  made.  He  also 
recommended  the  incision  for  removing  calculi,  as  he  had 
seen  kidneys  very  seriously  damaged  by  the  lumbar  incision. 
He  liad  only  once  seen  sub-capsular  operation,  and  had  never 
performed  it ;  but  in  cases  of  tumour  of  the  kidneys  it  was 
an  operation  that  could  not  be  used.  In  connection  with 
Mr.  Kennedy's  remarks  he  pointed  out  that  his  object  was 
not  so  nnich  to  try  and  convert  those  who  had  performed 
lumbar  nephrectomy  satisfactorily  as  to  show  that  if  students 
were  taught  that  this  anterior  incision  was  a  much  safer 
method  it  would  be  an  advaiitage.  There  was  no  reason  to 
ask  those  who  had  found  the  lumbar  incision  satisfactory  to 
change  their  technique.  He  considered  tlie  T-shaped  in- 
cision more  damaging  to  the  muscles.  Referring  to  Sir 
John  Lentaigne's  remarks  he  said  that,  of  course,  the  effi- 
ciency of  the  other  kidney  should  be  decided  on  beforehand, 
and  if  one  wished  to  palpate  the  kidney  it  could  easily  be 
done  l)y  this  incision.  He  had  made  use  of  this  incision, 
opening  the  peritoneum  for  exploratory  purposes,  and  the 
opposite  kidney  can  be  palpated  iji  this  way  much  easier 
than  by  making  the  double  incision  for  both  kidneys. 
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It  is  n-euerally  recu-uisetl  (IjuI  iiiRrliuii  iA  I  lie  IJii-cr  or  oj' 
(lie   skin   of  Ihc    hand   itsell'   is  oricn   iullowcd    by   colkT- 
tions  of  pvis  ill  the  deeper  parts  of  the  palm  :  l)iil   iliere  is 
no    general    appreciatiun    of    the    fact    ihat     there    exisl , 
independently   of   the  tendon    sheatlis,    dehnile  spaces   in 
Nvhich  these  collections  tend  to  form.      In  most   surgical 
text-books  it  seems  to  be  taken  for  granted  that  \vlien  [jus 
is  present  in  the  hand  the  tendon  sheaths  are  necessarily 
alTected,   while  in  others  in  \\hich   extratliecal  abscesses 
are   recognised,    the  incisions   given   for   their   treatment 
would    give    rise    to    infection    of    the    tendons   or    theij- 
sheaths.    ]n  my  experience  of  septic  hands  in  a  large  out- 
patient de]wrtment,  pus  is  found  more  frequently  outside 
the  tendon  sheaths  in  the  palm  than  within.     The  usual 
incisions  reconnnended  for  ))ahnar  abscesses  are  placed  in 
the  line  of  the  metacarpal  l)ones,  in  order  to  avoid  the 
digital  vessels  and  nerves.     Aly  (jbject  in  this  communica- 
tion  is  to  demonstrate  the  potential  spaces  in  the  hand, 
m  which  pus  usually  collects,  and  to  show   that   any  in- 
cision for  the  evacuation  of  the  pus  in  the  line  of  a  ineta- 
car|)al   l)one   is   surgically  unsound.      Aly   work  is   practi- 
cally a  repetJti(Hi  on  a  smaller  scale  of  that  of  Kanavel,  of 
Chicago,  to  whose  publicalions  on  the  subject  I  am  deei)ly 
indehted. 
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Let  me  first  describe  the  clinical  conditions  present  in 
the  collections  of  pus  in  the  fascial  spaces. 

Case  I. — A  man,  aped  twent}',  was  wounded  in  tlie  hand 
I)y  the  explosion  of  a  blank  carti-idge  on  .January  lOtli, 
1013.  I'en  days  after  the  accident  he  came  to  hospital  with 
bis  hand  swollen  and  painful;  the  normal  hollow  of  the  ])ahn 
was  obliterated  and  tliere  was  a  swelling  at  the  base  of  the 
little  finger  on  its  radial  side,  where  the  pus  was  obviously 
])ointing.  There  was  a  considerable  amount  of  oedema  on 
the  dorsum.  Active  flexion  and  passive  extension  of  all  the 
fingers  could  be  carried  out  without  any  increase  in  the  pain. 

In  this  case  there  was  pus  in  the  hand  without  involve- 
ment of  any  of  the  tendon  sheaths.  When  I  opened  the 
hand  under  an  anaesthetic,  I  found  that  the  pus  lay  deep 
to  the  tendons,  and  had  spread  downwards  along  the 
course  of  the  lundn-ical  muscle  of  the  little  finger  to  the 
radial  side  of  the  latter.  The  hand  was  o^iened  and 
drained  in  the  manner  which  T  shall  describe  below.  The 
l^atient  progressed  favourably  for  some  days,  but  returned 
on  January  31st,  complaining  of  ]")ain  in  the  ring  finger. 
This  finger  was  swollen,  red  and  tender,  chiefly  upon  its 
radial  side:  l)nt,  again,  though  active  flexion  was  im- 
]iaii'ed,  passive  extension  could  be  performed  without 
undue  increase  of  ]iain.  T  incised  the  finger  and  formd 
]M\H  lying  altogether  snl)cutaneously.  After  Ibis  recovery 
^\•as  rapid,  and  one  month  after  the  accident  everything 
bad  healed,  and  ibe  patient  had  good  movemenl  in  both 
ring  and  liitle  fingers.  The  i^iis  in  Ibis  case  lay  deep  io 
the  tendons  in  Ibe  middle  of  the  palm,  and  had  spread 
downwards  to  the  subcutaneous  tissue  of  the  fingers  along 
Die  course  of  their  respective  bunbrical  muscles. 

That  this  distribulion  of  the  pus  is  along  definite 
anatomical  lines  is  shown  bv  Fig,   1,  which  is  an  a'-ray 
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photograph  of  a  dead  hand,  inlo  wliich  red  lead  has  been 
injected  through  the  pahiiar  fascia,  and  deeply  between 
the  tendons  of  llie  lini;  and  middle  fingers.  It  can  be 
seen  lha<  Ibe  ]nass  ()\erlies  the  inelacarpal  bones  of  these 
two  lingers  and  is  prolonged  downwards  along  tlie  I'adiiil 
side  of  the  ring,  and  to  a  lesser  degree  towards  the  same 
sides  of  the  middle  and  little  fingers.  After  obtaining  the 
.r-ray  [jhotograph,  the  hand  was  cut  into  sections  to 
demonstrate  the  exact  distribntion  of  the  injection. 
Fig.    2   represents  a   transverse  section  of  the   hand    just 


proximal  to  the  web  of  the  thumb,  through  the  head  of 
the  thumb  metacarpal  bone.  In  relation  to  the  metacarpal 
bones  of  the  middle  and  ring  fingers  there  is  a  definite 
space  ^\hic]l  lies  dee|)1y  between  the  flexor  tendons  and  the 
interosseous  muscles.  To  this  space  Kanavel  has  given 
the  name  Middle  Pal  mar  Spare  (M.P.S.)  It  is  sub- 
divided at  one  point  by  a  sejitum.  A  section  taken  at  ;i 
slightly  higher  level  in  the  hand  shows  that  these  two 
subdivisions  become  continuous.  It  should  be  noted  Ihat 
the  lumbrical  muscles  of  the  ring  and  middle  fingers  ]iro- 
ject  into  the  space;  the  little  finger  lumbrical  usuallv 
shows  a  like  relationship.  This  middle  jmlmar  space  was 
the  site  of  the  pus  in  the  case  I  have  described.     Its  pro- 
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gression  downwards  towards  the  radial  sides  of  the  fingers 
can  he  understood  hy  taking  serial  sections  distal  to  this 
plane.  As  the  middle  palmar  space  is  followed  down- 
wards it  is  seen  to  be  continued  along  the  inner  three 
lumhrical  muscles  and  to  constitnte  definite  tnimels  in 
which  these  muscles  lie. 

When  it  is  remembered  that  the  lumhrical  mnscles  are 
inserted  into  the  superficial  aspect  of  the  dorsal  expansion 
of  the  extensor  tendons  on  the  fingers,  it  can  be  readily 
understood  that  ]mis  travelling  along  the  lumhrical  tunnels 
will  reach  the  subcutaneous  tissue  of  the  fingers. 

The  extent  of  the  middle  palmar  space  and  its  liunbrical 
jii'olongations  is  shown  in  Fig.  3. 

Tved  lead  was  injected  along  the  lumhrical  tunnels  of 
the  middle  and  little  fingers,  and  the  hand  dissected  to 
observe  the  distribution  of  the  mass.  The  three  inner 
flexor  tendons  and  their  lumln-ical  muscles  were  cut  in 
order  to  ex|X)se  the  injection  lying  deep  in  the  tendons 
and  filling  the  middle  palmar  space.  Just  as  pus  formed 
in  the  ^T.P.S.  tends  to  travel  to  the  subcutaneous  tissue 
at  the  base  of  the  three  inner  fingers,  so  also  may  infection 
of  these  fingers  spread  to  the  middle  ]ialmar  space  by  the 
same  channels — the  lumhrical  tunnels. 

We  have  seen  that  the  middle  palmar  sjiace  is  related 
only  to  the  inner  three  fingers.  The  index  finger  has, 
however,  an  extremely  important  relationship  to  another 
space. 

Cask  TT. — Tu  September  of  last  year  a  hoy,  apod  ninotoon, 
came  to  hospital,  eoniplaininp  of  a  painful  and  swollen 
band.  r)n  examination  he  was  found  to  have  a  small  septic 
wound  on  the  radial  side  of  the  index  finper,  but  the  chief 
feature  of  the  case  was  the  preat  distension  of  the  thenar 
cuiinence,  which  i-ose  almost  perpendicularly  from  the  palm. 
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along  llic  line  of  the  adduction  groove  of  the  thumb.  The 
swelling  was  ('f)ntinued  downwards  to  the  radial  side  of  the 
index  finger.  Thei-e  was  relatively  free  movement  of  the 
Ihiinil)  ;\n(i  index  finger,  wliich  was  cei'tainly  not  accom- 
panied by  tile  acute  pain  of  a  teno-synovitis.  An  incision 
about  an  inch  long  was  nutde  along  the  radial  si(U'  of  the 
head  aiul  shaft  of  the  index  metacarpal  bone,  and  a  simis 
forceps  ])assed  inwards  and  upwards  towards  the  wi'ist.  A 
quantity  of  pus  escaped,  and  inside  a  week-  the  wound  had 
healed  and  the  hand  was  restored  to  good  functional  ability. 

The  site  of  the  pus  in  tliis  case  is  indicated  in  Fifj.  4, 
which  re|n-esentR  a  hand  from  the  cadaver,  in  which  red 
lead  was  injected  along  the  Inmbrical  mnscle  of  the  index 
finger.  The  injection  extends  to  the  middle  metacarapal 
bone.  On  dissecting  the  specimen  afterwards  the  mass  was 
found  to  occupy  the  space  rejiresented  in  Fig.  2  (T.S.>, 
and  termed  the  Thenar  Space  by  Kanavel.  It  lay  in 
front  of  the  adductor  transversns  mnscle,  and  by  the  re- 
lationshijT  of  the  Inmbrical  muscle  to  the  space  one  can 
readily  appreciate  its  coin'se.  Fig.  8  shows  how  the 
lumbrical  tunnel  conducts  the  jnis  anterior  to  the  adductor 
transversns.  We  see,  therefore,  that  there  are  two  definite 
spaces,  the  middle  palmar  space  and  the  thenar  space, 
lying  (h'e|i  in  the  flexoi'  tendons,  and  that  they  mav  be 
infected  withoul  involvement  of  tlie  latter.  Tt  can  be 
readily  understood,  however,  Ihat  infection  mighl  easilv 
spread  from  s])aces  1o  lendon  slienths,  or  rice  rcr-'^d,  but 
not  before  a  diagnosis  can  be  made  and  Irenlment  insti- 
tuted. 

n  is  of  importance  in  remember  the  cardinal  signs  of 
pns  in  these  spaces.  WIumi  the  middle  |)alrnar  space  is 
affected,  the  most  important  signs  are  (1)  ol)l iteration  of 
the  hollow  of  the  palm,  amounting,  in  severe  cases,  to  a 
definite    convexify :    (2)   tenderness    over   this    area  :    CS) 
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fulness  along  the  line  of  one  or  other  of  the  inner  three 
lumbrical  muscles  :  (4)  some  limitation  of  movement  of 
the  fingers,  unaccompanied  l)y  acute  pain  on  passive  ex- 
tension. 

Tilt,'  chief  syiii))toijrs  indicating  thenar  space  involve- 
ment are  l)all(>oiung  of  the  thenar  eminence,  and  some 
limitation  of  movement  of  the  thumb  and  index  finger. 

^A^ith  regard  to  treatment,  it  is  obvious  that  pus  in  these 
spaces  cannot  be  reached  by  incisions  along  the  line  of 
the  metacarpal  bones  A\ith()ut  definite  injury  to  the 
tendons  or  their  sheaths,  while  an  incision  placed  between 
the  tendons  would  ]")ass  through  the  digital  vessels  and 
nerves.  The  vessels  should  be  avoided,  otherwise  trouble- 
some secondai'v  ha'mori'hage  may  result,  whilst  involve- 
menl  of  nerves  in  scar  tissue  does  the  surgeon  little  credit 
with  his  ))atient.  Kanavel  places  his  incision  along  the 
coui'se  of  the  lumbrical  muscles — that  is,  along  a  line  a 
little  to  the  i-adial  side  of  the  neck  of  the  metacarpal  bone, 
but  this  incision  also  ex)ioses  the  digital  vessels  and 
nerves.  In  the  case  of  the  middle  palmar  space  infection 
first  described,  this  was  the  incision  employed,  because 
there  was  already  a  wound  in  the  ]xilm.  The  digital 
vessels  were  divided  by  the  incision  and  requii-ed  ligation. 
Tn  subsequent  cases  I  decided  to  atieni|>1  drainage  of  the 
middle  palmar  space  at  the  site  at  which  the  pus  usually 
]iointed — that  is,  at  the  radial  side  of  the  finger  hehind 
the  web.  Tn  order  to  decide  on  the  most  effective  site, 
the  hand  of  a  cadaver  was  ol)tained,  and  the  tendon  of  the 
lumbrical  muscle  exposed  on  the  radial  side  of  the  middle 
finger.  A  sinus  forceps  was  passed  along  the  muscle 
deeply  into  the  palm,  and  a  dissection  made  of  the  digital 
vessels  and  nerves.  Fig.  5  shows  the  relationship  of  the 
forceps  to  these  structures.  This  incision  has  been  em- 
T,  ^ 
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ployed  in  several  cases,  and  in  all  drainage  was  efficieiil. 
It  is  necessary,  however,  to  insert  a  drainajre  tnbe  to  keep 
the  opening-  from  l)ecomin?  occluded  loo  soon.  Tf  the 
drainage  afforded  by  one  incision  does  not  appear  suffi- 
cient, or  if  there  be  any  indication  that  pns  has  travelled 
along  more  than  one  lumbrical  tunnel,  another  incision  is 
made  in  a  similar  fashion  behind  the  v^eb  of  the  other 
fingers  and  another  tnbe  inserted.  In  this  manner  the 
middle  palmar  space  can  be  drained  along  the  himbrical 
muscles  of  the  inner  three  fingers  or  along  any  one  of 
them. 

Drainage  of  the  thenar  space  is  carried  ont  in  the 
manner  recommended  by  Kanavel.  An  incision  is  made 
to  the  radial  side  of  the  neck  of  the  index  metacarjial  bone, 
and  a  forceps  passed  upwards  and  inwards  in  froni  of  the 
adductor  transversns  pollicis.  In  this  case  no  drainage 
tnbe  is  necessary. 

The  anatomical  specimens  \\hich  T  have  ja'epared  Fully 
confirm  Kanavel's  work  on  this  subject,  and  the  results 
of  treating  septic  conditions  of  the  hands  on  the  prin- 
ciples enunciated  by  him,  with  the  modifications  indicated 
above,  are  bettei-  than  can  be  achieved  by  any  other 
method. 

In  conclusion  T  wish  io  express  my  ihanks  io  Professor 
A.  F.  Dixon  for  the  facilities  afforded  me  for  carrying  out 
the  anatomical  part  of  this  work,  and  to  Dr.  W.  Tr. 
Harvey  for  taking  the  rr-iay  photographs. 


Dr.  Keegan  congratulated  Mr.  ^ITonnell  ou  his  inlov(>st- 
ing  contribution.  The  subject  was  one  of  M-hicli  very  Jiitle 
had  been  said,  yet  one  could  not  pass  a  week  without  seeing 
inany  cases.     There  was  no  doubt  that  the  anatomicftl  lines 
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wliich  should  be  followed  for  the  correct  treatment  of  cases 
of  the  kind  was  clearly  pointed  out,  and  he  thought  the 
diagrams  shown  demonsti-ated  the  many  reasons  why  failure 
was  met  with  in  the  early  convalescence  of  such  cases. 

Professor  Dixox  said  that  the  anatomical  points  raised 
were  of  great  interest.  For  some  time  past  the  greatest 
difficulty  had  been  felt  in  demonstrating  the  old-fashioned 
treatment  for  the  palm  of  the  hand.  He  had  an  opportunity 
of  seeing  the  excellent  preparations  which  Mr.  M'Connell  had 
made,  and  these  preparations  were  even  more  convincing. 
The  arrangements  of  the  septum  which  he  has  described  are 
very  easily  shown  even  without  injections. 

Dr.  Adrian  Stokes  asked  if  the  pus  had  progressed  further 
than  it  should  have  done  would  the  incision  suggested  be 
still  sufficient  to  drain  the  palm  of  the  hand,  or  did  he  suggest 
that  the  other  incision  spoken  of  would  give  better  drainage  ? 
Mr.    Gunn    said    he    thought    all    the    members    of    the 
Academy  had  learned  a  great  deal  from  what  had  been  said. 
He  felt   for   a    long   time    that   in    hospital    practice    septic 
fingers  and  hands  were  left  yevj  much  to  the  residents  and 
house  surgeons,  and  that  very  disastrous  results  were  often 
experienced    where    incisions    are    possibly   made    in   wrong 
positions.    There  were  few  subjects  of  more  importance  than 
this,  and  he  thought  it  deser-ved  a  great  deal  more  attention. 
Mr.  Crawford  said  that  a  point  of  importance  was  that 
this  method  of  making  an  incision  of  the  web  of  the  finger 
was    a    new   one,    and   had    been    performed   only    by    Air. 
MTonnell  himself.     He  had  only  one  case  of  the  kind  since 
he  lind  learned  the  method  from  Mr.  M'Connell,  and  in  that 
case,   altliougii  the  whole  hand  was  cedematous,   he   deter- 
mined i^  try  drainage  through  incision  of  the  web  of  the  little 
finger,    and   the    result   was   very    good,    all   the   symptoms 
lin\ing  snb.=^i(led  in  three  or  four  days. 
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r.Y  sTr>  noBET^T  h.  wooes,  M.1\,  M.Ch.,  F.E.C.S.; 

Throat  Surgeon,  Sir  Patrirk  Dun's  Hospital,  Dublin. 
[Read  in  the  Section  of  Surgery,  March  2s.  1913.] 

The  literature  of  lumours  oripinatinj^  below  the  rima 
o-lottiflis  is  still  scanty  cmnv^h  1o  justify  me  in  recording 
the  following  cases  :  — 

Cask  I.— F.  L.,  a  bright  boy,  aged  eleven  years,  was  sent 
to  me  on  the  10th  April,  1012,  by  ]>s.  Kelleher  and  ^lorris, 
of  Waterford,  complaining  of  difHciilty  in  hrcatliing.  He  had 
been  perfectly  well  until  two  moiUlis  before  I  saw  him,  \\li<-n 
lie  oot  an  attack  of  bronchitis.  Since  this  attack  liis  brealli- 
iiig  liad  grown  steadily  more  and  more  laboured,  becoming  at 
limes  so'^disUvssiug  that  the  mother  eoidd  only  describe  it 
as  "  almost  a  fit,"  though  there  was  no  suspicion  that  slie 
used  llie  word  in  its  literal  sense. 

On  examination  the  voice  was  natural.  There  was  well- 
marked  dyspnrea,  both  on  inspiration  and  expiration,  tlie 
sound  being  of  that  peculiar  character  caused  by  tracheal 
obstruction.  The  suprasternal  notch  showed  some  kinking 
during  inspiration. 

Tbe  family  history  was  unimportant.  Careful  inquiry  was 
made  as  to'  the  possibility  of  a  foreign  body  having  l)een 
inhaled,  and  it  was  said  in  reply  tliat  the  hist  attack  <^f 
broncbi'tis  took  place  after  a  feed  of  periwinkles,  and  it  might 
liave  so  liappened  that  a  piece  went  the  wrong  way.  T 
thought  this  unlikely.  The  stridor  was  heard  with  tlie  stetho- 
scope equally  well  on  both  sides  of  the  chest.  There  was 
very  little  cough,  and  the  boy's  colour  and  general  aj.pear- 
ance  was  good,  though  he  looked  anxious. 

They  consented  to  bronchoscopy,  which  1  endeavoin-ed  to 
perform  under  cocain,  but  the  boy's  terror,  helped  by  his 
distress,  made   it   impossible.     I  accordingly  sent  him   to  a 
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nursing  hoiJif,  and  the  following  nioniing  carried  out  thai 
])roeedure  under  general  anaesthesia,  supplemented  l)y 
eoeain  locally.  I  saw  a  fungating  granulomatous  tmuour 
growing  from  the  right  wall  of  the  trachea  imiBediately  above 
its  bifurcation.  The  air-passage  was  reduced  at  this  point  to 
a  small  crescentic  opening  at  the  left  side.  There  was  no 
general  bulgirig  or  swelling  of  the  wall,  or  anj"  other  sign  of 
in\asion  liy  a  tumour  originating  outside  the  passage. 
Several  pieces  of  the  growth  were  removed  by  forceps. 
Bleeding,  though  by  no  means  profuse,  was  persistent 
enough  to  keep  the  field  obscured,  and  I  knew  there  was  still 
some  tmuour  left  when  I  had  done  all  I  then  could. 

The  ])ieces  reiiioved  were  sent  to  Dr.  Earl,  who  reported 
tliem  to  be  granulation  tissue,  and  very  vascular.  I  next 
sent  the  boy  to  Dr.  Watson  for  3j-ray  examination.  He  re- 
l)orted  that  the  glands  at  the  bifiu'cation  of  the  trachea  Avere 
t'ularged  and  very  opaque  to  a;-rays.  This  feature  is  very  well 
seen  in  the  print,  but  by  no  means  so  well  as  in  the  screen. 

The  boy  was  enormously  relieved  l)y  the  oi)ei'ation,  lint  on 
deep  respiration  there  remained  more  than  a  suspicion  of  the 
former  stridor. 

On  the  7th  of  May — i.e.,  nearly  foui'  weeks  after  his  first 
bronchoscopy — I  performed  it  a  second  tin:e.  I  had  by  this 
time  gained  the  complete  confidence  of  the  boy,  and  had  no 
ilithculty  in  j)assing  the  iiistrument  under  local  antesthesia. 
The  lumour  was  much  siuallei'  tliaii  before.  The  portions 
remoNX'd  were  again  submitted  to  Dr.  J'jarl,  who  again  re- 
ported granulation  tissue.  The  patient  was  quite  undis- 
turbed by  the  .ojieration,  and  could  breathe  deeply  ten  days 
later  without  any  abnormal  sound  catching  the  ear. 

Droiichoscopy  was  carried  out  a  third  time  on  June  12tli, 
;dso  under  local  antesthesia.  He  was  now  beginning  to  enjoy 
it.  'i'lie  tinnour  was  found  as  a  mere  flatfish  elexatiou  inter- 
fering in  no  way  with  the  breathing  s])ace.  The  last  of  it  was 
then  removed.  Dr.  Eai'l  again  re])orted  it  to  be  "  a  round- 
celled  growth  with  many  blood-vessels,  and  apparently 
gramdation  tissue." 

He  then  returned  to  Waterford. 

I  again  saw  him  on  November  27th,  between  seven  and 
eight  months  after  the  first  operation.    I  passed  the  broncho- 
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scope,  bill  could  fii)ci  no  li'acc  of  the  growtli.  He  was  in 
('V('i'_y  i-t'Sp('('t  well,  iii)(l  liail  iiuiifoved  greatly  in  licaltli,  I 
sent  him  the  same  day  to  Dr.  Watson,  \\-lio  could  (iml  no 
trace  ot  the  glands  either  by  screen  or  plate.  The  print 
shows  u  normal  thorax,  and  is  a  slionjn  conliast  t(j  the  one 
taken  when  he  first  came  up  to  JJublin. 

The  pathology  of  this  case  presents  some  ditiicnlties. 
The  whole  case  is  explainable  if  we  assume  a  septic 
wound  of  the  tracheal  wall,  but  it  is  hard  iu  sec  how- 
sufficient  force  could  be  exerted  except  by  a  t'orcign  body 
large  enough  to  be  impacted,  in  which  case  the  o])posite 
wall  could  hardly  escape  without  lesion,  if,  indeed,  the 
impaction  did  not  cause  suffocation. 

Case  II. — The  second  case  is  that  of  a  nian  who  for  sonje 
four  years  suffered  from  slight  difficulty  in  breathing.  At 
first  this  was  so  slight  as  hardly  to  be  noticeable,  but  as 
time  went  on  his  breathing  became  noisy,  especially  when 
he  had  a  cold  on  the  chest.  The  family  history  was  good, 
and  he  never  suffered  from  illness  of  any  kind.  The  man 
was  otherwise  healthy  and  well  nourished. 

On  examination  there  was  well  marked  stridor  of  the 
tracheal  type.  With  the  laryngoscope  a  tumour  could  be 
seen  below  the  vocal  cords,  apparently  falling  the  lumen  of 
the  trachea,  but  its  attachment  could  not  be  located.  Both 
vocal  cords  moved  freely,  and  the  voice  was  unaffected. 

On  passing  a  bronchoscope  under  local  anaesthesia  this 
growth  was  found  to  be  attached  by  a  broad  base  to  the 
anterior  part  of  the  larynx  or  windpipe  below  and  clear  of 
the  vocal  cords.  A  piece  was  removed  by  a  forceps  for  micro- 
scopic examination.  Professor  0' Sullivan,  to  whom  it  was 
submitted,  reported  it  to  be  a  malignant  tumour,  but  not  an 
ordinary  carcinoma,  its  origin  being  probably  a  mucous 
gland.  No  enlarged  glands  or  external  evidence  of  its 
presence  could  be  seen  or  felt. 

Operation  was  recommended  and  carried  out  with  the 
assistance  of  Professor  Edward  Taylor,  who  had  in  the  first 
inetance  transferred  the  case  to  mv  care. 


hy  Sir  B.  K.  Woods.  IG7 

BreatliiiJg  lind  become  so  liibonnd  u  night  or  two  pivNioiis 
to  the  day  of  operation  that  the  liouse  surgeon  was  prejiared 
for  tracheotomy,  which  lie  I'egarded  as  imminent. 

Bearing  in  mind  the  readiness  with  which  people  with 
tracheal  obstruction  choke  during  induction  of  general 
antesthesia,  I  adopted  the  precaution  of  first  ])assiug  a  small 
brass  tube  through  the  constriction  under  local  anaesthesia 
with  the  help  of  the  bronclioscoiK'.  A  silk  string  was 
attached  to  this  tube  for  safety  and  for  purposes  of  wath- 
drawal.  Ether  was  then  administered  with  great  eoiufori, 
and  tlie  larynx  and  uj)j)er  poiiion  of  the  trachea  exposed. 
Xo  sign  of  the  tumour  was  visible  externally. 

The  isthmus  of  the  thyroid  gland  was  divided.  Trache- 
otomy was  performed  below  the  tumour,  and  chloroform  ad- 
niinistered  through  the  tube.  The  larynx  was  then  divided 
in  the  middle  line,  and  the  tumour  found  to  be  growing  from 
the  posterior  aspect  of  the  front  of  the  cricoid  ring. 

It  was  quite  discrete,  and  we  found  it  not  very  difficult  to 
detach  it  from  its  base  by  a  sharp  dissector.  The  surface  of 
the  cartilage  was  quite  clean,  and  the  perichondrium  ob- 
viously not  invaded. 

The  patient  made  an  imeventfiil  recovery  from  the 
oi)eration,  but  was  unlucky  enough  to  develop  typhoid 
fever  ten  days  afterwards,  from  which  he  has  since  re- 
covered. 


IXTEATRAC'HEAL  IKSIFFLATIOX  OF  ETIIEK. 
By  H.  de  L.  CKAWFOKD,  M.li.,  F.K. C.S.I.  : 

Assistant  Surgeon,  Kiclimond,  Whitwoi-tli  and  Hardwicke  Hospitals. 

Dublin. 

[Read  in  the  Section  of  Surgery,  March  28,  l*.)]:?.] 

In  the  year  1909  Mellzer  and  Auer,  of  New  Yuilv,  liisl 
described  a  new  method  of  ansosthesia  which  they  had 
adopted  in  their  experimental  work  on  dogs.  They  called 
it  "  respiration  by  the  coutimioiis  intratracheal  insuillatioji 
of  air. ' ' 

A  small  tube  was  passed  through  the  larynx  into  the 
trachea  almost  to  the  bifurcation,  and  by  means  of  a  foot 
bellows  etherised  air  was  blown  down  this  tube,  with  the 
result  that  the  lungs  were  aerated  and  the  animal  was  kej)l 
anffisthetised  independently  of  the  respiratory  movements. 
It  was  found  that  the  ana'sthetic  mortality,  which  liad 
been  high,  was  now  reduced  to  nothing. 

On  account  of  the  positive  pressure  thus  produced  in  (be 
lungs  many  intrathoracic  operations  were  performed  on 
dogs  with  perfect  success,  both  by  the  originators  and  also 
by  Carrel  and  Elsberg. 

These  showed  conclusively  that  the  method  was  a  vej-y 
efficient  one  for  intrathoracic  operations,  and,  therefore, 
Elsberg,  of  New  York,  decided  to  try  it  in  similar  opera- 
tions on  the  human  being.  His  work  had  been  so  success- 
fid  that  this  method  is  now  recognised  and  widely  practised 
in  America. 

The  following  is  the  present-day  techni(|ue  : — The 
patient  is  deeply  amesthetised  in  the  usual  manner,  the 


By  Mk.  H.  de  L.  Ckawi-ukd.  16".) 

mouth  is  opened  by  a  gag,  the  tongue  pulled  forward,  and 
the  operator's  left  forefinger  passed  over  the  tip  of  the 
epiglottis.  Using  this  as  a  guide,  a  Cotton's  laryngeal 
introducer  armed  with  a  catheter  is  passed  to  the  laryngeal 
orifice  and  the  catheter  fed  through  it  until  the  tip  is 
26  cms.  from  the  incisor  teeth.  The  introducer  is  then 
withdrawn,  the  catheter  lixed  by  a  small  forceps  to  the 
upper  lip,  and  the  delivery  tube  of  the  apparatus  attached. 
Some  prefer  to  use  Jackson's  direct  vision  laryngoscope 
for  this  intubation,  but  Cotton's  instrument,  on  account  of 
its  simplici1r^%  is,  I  consider,  much  better. 

As  it  is  important  that  the  air  should  be  allowed  suffi- 
cient room  to  return  through  the  glottis  outside  the 
catheter,  the  diameter  of  the  latter  should  not  be  greater 
than  half  the  antero-posterior  length  of  the  glottis.  The 
catheter  should  be  of  fairly  stiff  material,  preferal)ly  silk- 
woven,  to  avoid  kinking,  and  the  usual  size  required  is  -li 
French.  The  tip  of  the  catheter  should  be  well  witliin  the 
trachea,  and  yet  above  the  bifurcation — conditions  which 
■jrr  JuUilled  in  the  iidull  by  hitroducing  it  -20  cms.  from  the 
incisor  teeth. 

My  apparatus,  which  is  modellc^l  ou  that  of  l^lsberg,  willi 
a  few  modihcations  of  my  own,  consists  essentially  of  an 
air-blower  driven  by  an  electric  motor,  a  water  filter,  an 
ether  chamber,  and  a  warming  chamber.  The  air-blower 
is  rotated  at  a  s|ieed  of  500  revolutions  ])er  miiuite,  and 
delivers  a  continuous  stream  of  air.  This  air  is  filtered 
from  dust  and  oil  by  being  luibbled  through  water,  and  is 
then  etherised  to  the  reipiired  extent  by  being  passed 
through  a  two-way  T  piece,  one  tube  of  which  passes  to 
the  ether  chamber,  the  other  straight  to  the  warming 
chamber.  The  air  can  thus  be  delivered  to  the  patient 
either  pure  or  saturated   with   ether   vapoiu".      It   is  not 
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bubbled  through  the  elhcr,  but  is  ]3as«e(l  over  the  surfaec 
in  much  the  same  way  as  in  a  "  surface  carburetter." 

Following  this  the  air  runs  Ibruugh  a  cuj4»er  coil 
immersed  in  hot  \\ater.  i  have  used  an  inverted  elecljjc 
lam[)  to  keep  the  water  at  an  e\eii  tejuperature  throiiglioul 
the  operation,  and  have  iuund  it  to  wurk  admirably. 

Before  the  delivery  tube  leaves  the  apparatus,  a  side 
tube  dipping  into  mercury  is  led  off  to  act  as  an  aidomatic 
■'  blow  oft'  "  in  case  the  pressure  within  the  trachea  should 
at  any  time  become  too  great.  This  device  is  absohitely 
essential  for  safety,  and  is  Jiot  employed  in  the  Elsberg 
a[)paratus,  although  insisted  on  by  Cotton  and  others. 


WaTTnm^ 
Ch*rn\rtr 


Xext,  the  tube  is  connected  to  a  mercury  manometer, 
on  ^vhich  are  registered  the  pressure  of  the  air  and  also  the 
fluctuations  due  to  the  patient's  respiration.  Finally,  a 
large  side  tap  is  inserted,  which,  when  opened,  allows  the 
lungs  to  colla|3se  fully. 

In  practice  the  pressure  in  the  trachea  should  be  from 
10  to  15  mm.  of  mercury,  unless  it  is  necessary  to  exi^and 
the  lungs  fully,  in  which  case  it  may  be  raised  safely  for  a 
short  time  to  30  mms. 

In  my  a))]\iratus  before  intubation,  the  ]ire8sure  regis- 
tered by  the  manometer  due  to  the  resistance  of  the  de- 
livery tube  and  the  catheter,  and  during  the  passage  of  a 
sufficient  stream  of  air.  is  -20  mms.    After  intioduction  and 
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LisiDg  the  «ame  amuuul  ul'  air  the  pressure  is  30  miiis.  The 
dift'ereuce,  lU  uuiis.,  is  ubviously  due  lu  the  uarroT\iiess  of 
the  trachea  and  is  the  only  lorce  distendin;^  the  lungs,  su 
that  the  margin  of  safety  is  ample.  Further,  for  ordinary 
cases  the  safety  valve  is  arranged  to  blow  off  when  the 
pressure  in  the  trachea  becomes  greater  than  -JO  mm.,  so 
that  all  danger  of  over-distension  of  the  lungs  is  avoided. 

It  is  usual  to  control  the  air  supply  by  cliecking  the 
speed  of  the  electric  motor  with  a  resistance  to  the  circuit , 
but  I  have  foiaid  it  more  convenient  to  use  a  tap  on  the  air 
inlet  to  the  air  pump.  Once  regulated  this  needs  no  further 
attention. 

The  side  tap  is  opened  once  a  minute  to  allow  the  lungs 
to  collapse.  This  manoeuvre  facilitates  the  gaseous  inter- 
changes and  prevents  the  heart's  action  from  being  em- 
barrassed by  the  slight  but  continuous  pressure  on  the 
great  mediastinal  veins. 

Once  the  operation  is  begun  the  patient  is  kept 
auccsthetised  by  controlling  the  taps.  Usually  enough 
ether  is  being  given  when  half  the  air  is  passing  over  the 
surface  of  the  ether  and  half  is  going  through  direct. 

There  is  nothing  unusual  necessary  in  the  preparation 
of  the  patient.  In  the  case  of  alcoholics  and  very  robust 
people  a  preliminary  injection  of  morphine  and  atropine  is 
desirable.  During  anaesthesia'  the  pupil  reactions  are  the 
same  as  with  inhalation  methods. 

Cyanosis  with  coughing  after  intubation  rapidly  dis- 
appears under  the  influence  of  the  ether,  unless  the 
catheter  is  not  sutticiently  far  down  the  trachea.  This 
cause  is,  of  course,  easily  removed. 

Apnoea  occurs  only  if  the  ]iatient  is  very  deeply 
anaesthetised,  or  if  the  pressure  is  too  great.  Tt  should 
not  be  allowed  to  develop,  the  more  so  as  the  lung  move- 
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luetits  aid  in  the  diirusiou  between  the  alveolar  air  and 
Ihal  in  llie  trachea  and  bronchi,  whereby  the  aeration  ol 
the  blood  is  niaiiilained. 

Although  [)i'inianly  intended  only  as  a  snbsiitnfr  lor 
positive  and  nej^ative  cabinets  in  thoracic  woik.  intra- 
tracheal aniesthesia  has  been  used  in  a  variety  of  con- 
ditions other  than  the  above  with  marked  success. 

The  following  are  its  chief  advantages  : — 

(1)  Eveji  and  sntticient  oxygenation  is  obtained  willi 
no  possibility  ot  oi)strnction  of  the  n|)|)er  air  ))assag(\s. 

(2)  ()wing  to  the  return  current  of  air  around  the  calhetcr, 
blood,  mucus,  or  vomitiis  cannot  eJiter  the  larynx.  This 
fact  is  of  especial  value  in  operations  on  the  mouth  and 
nose,  as  it  insures  safety  and  permits  the  surgeon  to  woik 
uninterruptedly. 

(3)  Positive  pressure  can  \n'  obtained  to  any  desired 
degree  when  one  or  both  |)ieural  cavities  are  oj)ened  l)_\ 
design  or  accident  during  operation,  thus  eUminating  the 
danger  of  pneuniotliorax. 

In  several  cases  the  ap])a]'atiis  has  been  used  in  inlra- 
tlioracic  operations  and  has  been  found  to  \\orl<  per- 
fectly, so  that  it  will  probably  supphmt  both  negative  and 
p(jsitive  [)ressure  cabinets. 

(f)  In  operations  on  the  head  and  neck,  the  an.esthetisi 
IS  out  of  the  way,  while  in  goitre  cases  the  trachea  cannot 
colla[)se  a?id  the  breathing  is,  therefore,  uninterrupted. 

r'razier,  of  riiiladeljdiia,  always  uses  it  in  spine  and 
head  cases,  and  also  when  it  is  expedient  to  put  the  patient 
into  Trendelenburg's  position,  with  the  back  uppermost. 

(5)  The  quietness  of  anaesthesia,  and  the  small  and 
regular  administration  of  ether  nuike  for  diminished  shock. 

(())  It  is  uncommon  for  operations  under  this  method  of 
giving  ether   to  be  followed    by    vomiting.      This   is   pro- 
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Fig.  2. —  ],  Motor  ;    2,  Air  blower  ;  :'.,  Water  ;  4,  Ether  ;   .5,  Warming  chaiuber. 


Fi(i,  3.-  1  and  2  as  iu  Fig.  '2  ;  y.  Three-way  tap ;  4,  Blow  off 
(),  Side-tap  to  allow  lungs  to  collapse. 


5,  jManoineter 


i 


I 


Bv  Me.  H.  de  L.  Otiawford. 


bably  due  to  the  fact  that  all  the  excess  of  aoa^sthetic  is 
automatically  blown  out  by  the  air  current.  Also  it  is 
possible  by  blowing  in  pure  air  alone  at  the  end  of  the 
operation  for  a  few  minutes  to  arouse  the  patient  ra))idly 
fiom  his  unconsciousness. 

The  safety  of  the  method  is  assured  if  a  ))low-ot1'  aiilo- 
matic  valve  is  used,  and  if  the  air  is  passed  over  the  sur- 
face of  the  ether  and  not  bubbled  through  it. 

A  couple  of  years  ago  a  fatahty  occurred  due  in  lir|nid 
ether  being  sucked  into  the  patient's  hmgs. 

Similarly  during  the  use  of  a  machine  which  had  no 
safety  valve  the  pressure  rose  suddenly  for  some  reason, 
and  seveie  einphysema  and  pneumothorax  developed  with 
a  I'aial  result.  However,  whh  the  apparatus  now  em- 
ployed such  accidenis  are  impossible. 

The  after-effecl s  appear  to  be  uniforndy  good.  T 
cannot  find  any  mention  of  pneumonia  or  bronchilis 
following  this  method.  Laryjigiiis  wiih  hoarseness  does 
not  occur,  Ihongh  a  few  cases  of  pharyngitis  due  to  bruis- 
ing of  the  pharyngeal  wall  with  the  inlubalion  apparatus 
have  been  reported. 

My  personal  experience  of  the  method  is  limited  1o  foiu' 
cases. 

The  first  case  T  attempted  io  intidiate  was  one  of  sar- 
coma of  the  ujiper  jaw.  T  failed  to  pass  the  tube  owing  to 
i(s  l)eing  loo  soft.  Tn  all  the  cases  since  then  the  tube  hns 
been  inserted  without  very  much  difficulty. 

The  fii'st  of  these  was  a  thyroidectomy.  The  ana'sthesin 
lasted  80  minutes  and  was  uneventful. 

The  next  two  cases  were  for  excision  of  glands  of  the 
neck,  and  lasted  30  and  60  minutes  respectively. 

The  fourth  also  was  a  gland  case,  a  very  robust  indi- 
vidual, and  T  did  uot  succeed  in  kee|')ing  him  under  the 


171  hdratrach(<d   In-mfflation   of   E titer. 

influence  of  the  anjesthetic,  so  that  it  was  necessary  to 
supplement  it  by  the  ordinary  inhalation  of  ether.  This 
was  due,  1  believe,  to  the  fact  that  the  catheter  was  uot 
introduced  far  enough  down  the  trachea. 

In  a  similar  case  again,  T  would  obviate  this  by  first 
])assing  the  tube  until  it  is  obstructed  at  the  bifurcation 
and  then  withdi-awing  it  one  inch. 

Although  my  experience  has  been  so  limited,  yet  it  bears 
out  what  has  been  claimed  for  the  method  elsewhei-e,  and 
T  have  no  doubt  that  this  way  of  administering  ether  hns 
its  definite  field  of  usefulness. 

In  conclusion,  I  have  to  express  my  thanks  to  Mr. 
Kelly,  of  Liverpool,  for  his  courtesy  in  demonstrating  his 
apparatus  to  me  and  to  the  senior  staff  of  the  Eichmond 
Hospital  for  kindly  allowing  me  to  anaesthetise  some  of 
their  cases  bv  this  method. 


Mr.  E.  H.  Woods  agreed  with  Mr.  Crawford  that  this 
method  of  administering  ether  would  probably  be  largely 
used  in  future  in  certain  cases.  The  difficulty  of  dealing 
with  bleeding  about  the  throat  during  operations  in  the  nose, 
mouth  and  pharynx  was  a  very  real  one,  and  up  to  the 
present  the  way  in  which  it  liad  to  be  got  over  was  by  pei'- 
forming  a  preliminary  laryngotomy  nnd  administering  the 
chloroform  through  a  tube.  This  method  answered  very 
well,  but  it  involved  an  extra  operation — a  disadvnutafro 
which  the  method  just  described  pot  over  entirely. 

Sir  John  Lentaigne  said  that  he  had  often  felt  the  need 
for  some  means  of  producing  positive  pi'essure  to  do  awav 
with  collapse  of  the  lungs  in  operations  on  the  chest  wall, 
and  the  instrument  shown  would  appear  to  do  this.  "ETe 
hoped  to  have  an  opportunity  of  seeing  the  appni-atus  nt 
practical  work.  In  operations  on  the  tongue  he  had  hoen 
in  the  habit  of  adopting  the  procedure  referred  to  by  ]\fr. 
Woods,  and  gave  the  anaesthetic  through  a  tube,  andVhe 
would  like  to  know  if  this  apparatus  would   be    suitable   in 
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Buch  cases,  seeinn-  that  the  catheter  passed  over  the  site  of 
operation,  which  would  appear  to  be  a  disadvantage.  Un- 
questionably in  any  ease  in  which  the  chest  wall  has  to  be 
interfered  with  to  any  extent  the  apparatus  must  add  enor- 
mously to  the  safety  of  the  patient. 

Dr.  Kirkpatrick  said  that  the  Section  was  to  be  con- 
gratulated on  having  had  from  Dr.  Crawford  during  this 
Session  two  papers  on  different  methods  of  introducing 
anaesthesia,  both  of  which  were  of  the  greatest  importance. 
He  had  no  experience  of  the  method  described,  but  theo- 
reticall^y  it  seemed  to  be  one  which  would  overcome  some 
of  the  most  serious  difficulties  with  which  anaesthetists  have 
to  deal.  The  administration  of  an  anaesthetic  for  opera- 
tions about  the  nose  and  throat  was  always  attended  by 
considerable  danger  to  the  patient.  He  did  not  know  that 
the  method  spoken  of  by  ^Ir.  Woods  was  as  safe  as  he  had 
stated  it  to  be,  as  the  introduction  of  direct  vapoiu-  by 
means  of  a  tube  without  being  heated  previously  was 
attended  b}'  a  certain  amoimt  of  risk,  and  he,  therefore, 
considered  that  Dr.  Crawford's  method,  which  gets  over 
this,  was  a  very  great  improvement.  He  pointed  out  that 
the  apparatus  would  be  chiefly  used  for  operations  of  the 
thorax,  but  thought  there  was  a  considerable  field  of  useful- 
ness for  it  in  upper  air-passage  cases.  He  did  not  quite 
understand  why  it  should  have  been  specially  useful  for 
operations  in  the  Trendelenburg  position.  He  inquired  if, 
after  the  administration  of  an  anaesthetic  in  this  way  there 
was  any  interference  with  the  respiration  subsequently,  as 
it  was  to  1)0  expectf^d  after  pressure  had  been  kept  up  for 
some  time  there  might  be  dittioulty  in  i-e-establishing  the 
respiration . 

Mr.  a.  a.  IM'Coxnell  said  that  he  had  seen  the  instru- 
UKMil  at  worjc,  and  considered  it  as  good  as  any  he  had  seen. 
He  pointed  out  that  the  expense  of  negative  pressure 
cabinets  had  up  to  this  almost  prohibited  their  use.  He 
went  on  to  detail  ihe  variety  of  cases  in  which  the  instru- 
ment had  l)een  used  with  the  greatest  success.  In  one  case 
of  large  sai-coma  of  the  (diest  wall,  the  wall  was  freely  re- 
sected, and  the  lung  could  be  seen  kept  out  against  the 
cliest  without  the  slightest  tendency  to  collapse.     Frazier,  of 
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Philadelphia,  uses  IIk'  iiislruinfiit  in  all  his  head  cases.  He 
also  uses  it  iu  the  eerebellar  cases  because  in  the  majority 
of  these  cases  there  appeared  to  be  some  respiratory^  ditti- 
culty,  and  the  instrument  actt^l  as  the  most  efficient  arti- 
ficial respirator  which  could  be  obtained.  Tt  had  been  said 
lliat  Ihei-e  was  a  disadvantage,  inasnuich  as  the  patient  had 
to  oet  a  large  amoujit  of  anaesthetic  in  order  to  introduce  the 
tube  into  the  larynx,  but  such  was  not  the  case,  as  it  is  not 
necessary  to  have  the  patient  deeply  imder  when  introduc- 
ing the  tube.  Any  difificulties  that  were  met  M-ith  in  this 
procedure  he  attributed  to  laclv  of  practice. 

Du.  Nksbitt  said  that  from  the  point  of  view  of  the 
j)hysician  he  considered  the  apparatus  a  step  in  tlie  rigid 
direction.  He  suggested  that  it  was,  perhaps,  a  triflr 
cumbersome,  but  had  no  doubt  that  this  would  be  over- 
come. 

AIr.  H.  de  Tj.  CuAWi'iHii),  in  replying,  said  Ibat  he  did  not 
think  that  the  catheter  offered  any  impediment  in  tongur 
cases.  With  regard  to  the  use  of  the  apparatus  in  the 
Trendelenbm-g  position,  what  he  sho\dd  liave  said  was  that 
Frazier  vised  the  apparatus  for  operations  in  this  ])Osition  as 
th"  breathing  appeared  to  be  somewhat  hampered,  but  it 
was  not  considered  that  any  very  great  advantages  attached 
to  its  use  ill  that  particular  situation.  Referring  to  Dr. 
Kirkpatriidv's  question  as  to  the  I'ecovery  of  patients,  he 
pointed  out  that  the  anaesthetic  is  not  stopped  until  the 
pressure  is  beginning  to  be  compensated.  He  considered 
that  the  instruuicnt  would  be  found  much  more  portable 
than  those  ]ireviously  in  use. 


POLE  LIGATION  FOE  HYPERTHYEOIDISM. 

By  WILLIAM   PEAESON,  F.E.C.S.L; 

Assistant  Surgeon,  Adelaide  Hosi^ital,  Dublin. 

[Read  in  the  Section  of  Surgery,  May  9,  1913.] 

There  is  probably  no  disease  which  has  been  credited 
with  a  greater  number  of  causes  and  treatments  than 
the  chnical  syndrome  which  is  variously  termed  Graves's 
disease,  Basedow's  disease,  or  more  generally  exophthal- 
mic goitre. 

In    1886    Moebius   propounded    the    theory   of    thyroid 
activity   as  the  cause  of  the   symptoms,   and  it   is   now 
generally  agreed  that  hyperactivity  of  the  gland  and  ex- 
cessive absorption  of  its  secretion  are  constant  accompani- 
ments of   the    condition.      The    essential   change   in    the 
gland    is    one    of    parenchymatous    hypertrophy.       This 
change  has  been  described  by  many  observers,  but  the 
investigations    of   Wilson    and   Plummer,    of    the    Mayo 
Clinic,  have  clearly  demonstrated  the  constant  and  close 
relationship  between  the  clinical  picture  as  represented 
by  the  patient  and  the  microscopic  findings  in  the  thyroid 
gland.    From  a  study  of  the  pathology  of  the  glands  from 
294  cases  of  exophthalmic  goitre,  Dr.  L.  B.  Wilson  (1) 
was  able  to  conjecture  accurately  the  stage  and  severity 
Df  the  disease,   without  any  previous  knowledge  of  the 
clinical  facts  in  over  80  per  cent,  of  the  cases.     Working 
m  the  clinical  side,  Dr.  H.  S.  Plummer  (2)  has  been  able 
;o  foretell  the  degree  of  glandular  hyperplasia  present  in 
)5  per  cent,  of  cases,  from  a  study  of  the  clinical  findings 
mly,  in  over  1,000  exophthalmic  cases.     In  view  of  these 
T.  M 
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results  it  is  desirable  to  abandon  the  older  nomenclature 
and  to  substitute  one  of  the  newer  terms— thyrotoxicosis 
(Kocher)  or  hyperthyroidism  (C.  H.  Mayo). 

Unfortunately,  in  spite  of  many  theories,  we  have  not 
yet  determined  what  is  the  stimulus  which  excites  this 
glandular  hyperplasia,  and  consequently  at  the  present 
time  rational  treatment  is  directed  towards  diminishing 
the  hypersecretion  and  the  excessive  absorption  from  the 
gland.  In  the  vast  majority  of  cases  this  is  effected  with 
greatest  certainty  by  surgical  measures.  Amongst  the 
more  recent  methods  employed  for  this  purpose  are  those 
which  reduce  its  blood-supply  by  ligation  of  vessels — 
usually  the  superior  thyroid  vessels  on  one  or  both  sides. 
However,  as  it  is  probable  that  the  secretion  of  the  thyroid 
is  largely  absorbed  through  the  lymphatics  it  seems  wiser 
to  produce  lymphatic  obstruction  at  the  same  time. 

To  render  the  operation  efficient,  an  accurate  knowledge 
of  the  vascular  and  lymphatic  circulations  of  the  gland  is 
essential  : — 

The  thyroid  gland  lies  in  the  visceral  compartment  of 
the  neck,  between  the  pretracheal  and  prevertebral  layers 
of  the  deep  cervical  fascia,  and  possesses  a  very  rich  blood- 
supply.     Each  lateral  lobe  is  supplied  by  two  arteries, 
while  an  occasional  fifth  vessel  {thyroidea  ima)  runs  up- 
wards from  the  innominate  in  front  of  the  trachea  to 
reach  the  isthmus.     The  superior  thyroid  artery   arises 
from  the  anterior  aspect  of  the  external  carotid  at  the 
level  of  the  thyro-hyoid  membrane.      It  runs  downwards 
and  forwards  under  cover  of  the  omohyoid,  sterno-hyoid, 
and  sterno-thyroid  muscles  to  reach  the  upper  pole  of  the 
lateral    lobe,    above    which   it    divides    into    three    main 
branches — posterior,  external,  and  internal;  occasionally 
an  anterior  branch  is  also  present.     The  inferior  thyroid 
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artery  siDrings  from  the  thyroid  axis  of  the  first  part  of 
the  subclavian  vessel.  It  is  deeply  situated  in  the  neck, 
running  upwards  and  then  inwards  behind  the  carotid 
sheath  to  reach  the  deep  aspect  of  the  basal  part  of  the 
lateral  lobe,  where  it  is  closely  related  to  the  recurrent 
laryngeal  nerve.  It  divides  into  two  main  branches — 
posterior  and  basal.  The  veins  on  each  side  form  three 
groups  : — The  superior  thyroid  vein  leaves  the  gland  at 
its  upper  pole  in  close  company  with  the  corresponding 
artery ;  it  crosses  the  common  carotid  artery  and  termi- 
nates in  the  internal  jugular  vein.  The  inferior  thyroid 
vein  descends  in  front  of  the  trachea,  and  frequently 
unites  with  its  fellow  of  the  opposite  side  to  form  a 
common  trunk  which  opens  into  the  left  innominate  vein. 
The  middle  thyroid  vein  (better  termed  the  lateral  group 
of  veins,  as  there  are  frequently  two  or  three  separate 
trunks)  leaves  the  lateral  aspect  of  each  lobe,  crosses  the 
common  carotid  artery  and  joins  the  internal  jugular 
vein.  The  superior  veins  alone  are  closely  associated  with 
the  arteries. 

The  main  branches  of  the  blood-vessels  ramify  on  the 
surface  of  the  gland  in  the  true  capsule,  and  anastomose 
freely  with  one  another.  This  anastomosis  is  freer 
between  the  various  vessels  of  one  side  than  between  the 
vessels  of  opposite  sides,  though  there  is  usually  a  well 
marked  cross-branch  of  communication  present  on  the 
upper  border  of  the  isthmus. 

The  Lymphatics  (3)  form  a  network  within  the  actual 
thickness  of  the  capsule.  From  this  network  run  ascend- 
ing and  descending  trunks.  The  ascending  trunks  form 
median  and  lateral  groups.  The  median  trunks  pass  from 
the  upper  border  of  the  isthmus  to  reach  the  prelaryngeal 
gland  ;  the  lateral  accompany  the  superior  thyroid  vessels 
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and  terminate  in  the  glands  placed  at  the  bifurcation  of 
the    carotid   artery.      The    descending    trunks    also    form 
median  and  lateral  groups  :   the  median  reach  the  pre- 
tracheal glands ;  the  lateral  pass  to  the  glands  of  the  re 
current  chain. 

Ligation  may  be  performed  on  the  vessels  or  on  the 
gland  itself ;  on  one  or  on  both  sides.  The  superior  pole 
is  almost  invariably  chosen,  as  being  most  readily  ex- 
posed. Ligation  of  vessels  was  first  performed  by  Wolfler, 
and  is  the  method  advocated  by  Mayo  (4),  who,  in  1909, 
recorded  his  experiences  in  225  cases.  A  few  points  in 
technique  are  important.  Firsthj,  the  ligature  must  be 
applied  below  the  point  where  the  vessels  divide  into 
their  main  branches,  close  to  the  upper  pole  of  the  gland ; 
if  it  is  applied  above  this  a  reversal  of  the  circulation  may 
occur,  owing  to  the  free  anastomosis — this  was  observed 
by  Mayo  in  one  of  his  cases,  which  necessitated  a  second 
operation.  Secondly,  the  veins  should  be  included  to 
obstruct  venous  return  as  well  as  arterial  flow.  Thirdly, 
the  vessels  should  not  be  isolated  from  their  fascial  invest- 
ment, but  the  ligature  should  be  passed  round  the  latter 
so  as  to  include  lymphatics  and  nerve  filaments.  Fourthly, 
the  ligature  should  be.non-absorbable,  either  of  silk,  linen 
thread,  or  even  fine  silver  wire,  to  ensure  permanent 
occlusion. 

The  technique  of  "  pole  ligation,"  in  which  the  ligatures 
are  placed  round  the  upper  horns  of  the  gland  and  not 
directly  on  the  vessels,  has  been  well  described  by 
Jacobson  (5).  From  anatomical  considerations  it  will  be 
apparent  that  the  capsule  of  the  thyroid  must  be  included 
in  the  ligature  if  the  blood  and  lymph  flow  is  to  be  effec- 
tively checked. 

I  regret  that  in  bringing  this  subject  before  you  I  have 
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only  one  case  to  record  so  far ;  but  no  previous  communi- 
cation on  it  has  been  made  before  the  Section,  and,  so  far 
as  I  know,  this  is  the  first  case  treated  by  tliis  method  in 
Dubhn.     These  reasons  must  be  my  excuse. 

Case. — The  patient,  M.  J.  J.,  female,  unmarried,  aged 
thirty-three  years,  was  admitted  to  the  Adelaide  Hospital 
on  ]May  11th,  1912,  complaining  of  persistent  vomiting  for 
three  weeks  past,  unaffected  by  diet  or  drugs. 

Up  to  this  she  had  latterly  been  in  good  health,  but  four 
years  previously  a  laparotomy  had  been  performed  for 
"  stomach  trouble."  The  nature  of  this  operation,  how- 
ever could  not  be  determined. 

On  examination,  the  patient  was  extremely  nervous,  thin, 
and  wasted;  her  face  was  flushed,  and  she  looked  much 
older  than  her  stated  age.  There  was  visible  pulsation  and 
well-marked  thrill  in  the  arteries  of  the  neck  and  abdominal 
aorta;  the  pulse,  as  she  lay  in  bed  was  150  to  the  minute, 
regular,  small,  and  compressible;  the  heart  sounds  were 
lacking  in  tone,  but  there  was  no  evident  dilatation.  The 
blood-pressure  was  100  m.m.  in  the  right  brachial  artery. 
She  suffered  greatly  from  palpitations,  and  at  times  from 
breathlessness.  She  sweated  freely;  but  her  chief  trouble 
was  the  persistent  vomiting,  which  was  so  severe  on  ad- 
mission that  even  sips  of  water  were  rejected.  Several 
attacks  of  diarrhoea  had  also  occurred.  There  were  well- 
marked  muscular  tremor  and  weakness.  There  was  no 
clinical  enlargement  of  the  thyroid.  With  the  exception  of 
Moebius'  sign  and  a  very  doubtful  exophthalmos,  all  the 
classical  eye  symptoms  were  present.  The  urine  was 
normal.     The  temperature  varied  between  98.4°  and  100°. 

This  was  clearly  a  case  of  acute  severe  hyperthyroidism, 
in  which  the  gastric  symptoms  predominated  to  such  an 
extent  that  she  had  been  sent  to  hospital  as  a  "  gastric 
case  " — a  diagnosis  readily  acceptable  in  view  of  her 
previous  laparotomy. 

It  is  worth  noting  that  the  two  signs — exophthalmos 
and  enlargement  of  the  thyroid — which  have  given  to  the 
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disease  its  more  common  name — exophthalmic  goitre — 
were  both  absent.  These  atypical  cases,  often  termed 
pseudo  or  fruste,  have  been  very  frequently  recorded,  and 
emphasize  the  desirability  of  discarding  this  nomenclature. 

Owing  to  the  patient's  serious  condition  immediate  sur- 
gical intervention  was  undesirable,  and  accordingly  for  two 
weeks  preparatory  measures  were  adopted,  as  advocated  by 
Mayo,  to  check  the  vomiting  and  to  improve  the.  r/>ndition 
of  the  heart.  These  consisted  in  absolute  rest,  hypodermic 
injections  of  digitaline  and  atropine,  and  the  application  of 
icebags  over  the  heart.  For  the  first  few  days  rectal  injec- 
tions of  saline  and  nutrient  enemata  were  given;  later  on 
fluids  in  small  quantities  were  given  by  the  mouth  until  the 
patient  was  able  to  take  milk  and  light  diet  freely. 

On  the  28th  of  J\Iay  I  performed  bilateral  pole-ligation. 
At  this  time  the  pulse  varied  from  100  to  120,  the  tempera- 
ture had  settled  to  normal,  and  vomiting  and  diarrhoea  had 
ceased.    The  patient's  weight  before  operation  was  6st.  4lbs. 

The  technique  I  adopted  was  a  combination  of  INIayo's 
ligation  of  the  superior  thyroid  vessels  and  "  pole  ligation  " 
as  described  by  Jacobson : — A  transverse  collar  incision  of 
two  and  a  half  inches  was  made  over  the  thyroid  cartilage, 
dividing  the  skin,  platysma,  and  deep  fascia  in  the  line  of 
one  of  the  natural  skin  folds.  At  each  end  of  the  incision, 
by  retraction  of  the  tissues,  the  angle  between  the  sterno- 
mastoid  and  anterior  belly  of  the  omohyoid  muscles  was 
easily  defined,  and  by  division  of  the  pretracheal  layer  of 
fascia  at  these  points  the  upper  poles  of  the  thyroid  with 
their  vascular  pedicles  were  exposed.  A  double  ligature  of 
silk  was  passed  round  them  on  each  side,  care  being  taken  to 
include  the  capsule  of  the  gland  and  the  fascial  tissue  sur- 
rounding the  vessels  in  which  the  lateral  superior  lymph 
channels  run.  The  upper  ligature  was  tied  on  the  vessels, 
close  down  to  the  superior  pole,  below  their  division  into 
their  main  branches;  the  lower  was  placed  round  the  gland 
substance  itself  about  half  an  inch  lower  down.  This 
method  appeared  to  offer  the  best  prospect  of  permanently 
checking  the  vascular  and  lymphatic  flow,   while  if  partial 
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thyroidectomy  became  necessary  at  a  later  date  the  upper 
pole  could  be  freed  without  the  application  of  a  fresh 
ligature.  The  tissues  were  not  divided  between  the  liga- 
tures, but  there  would  seem  to  be  no  objection  to  this 
being  done  at  the  same  time.  The  fascia  and  platysma  were 
closed  with  fine  catgut,  and  the  skin  with  a  "  shotted  " 
subcuticular  suture  as  described  by  me  elsewhere  (6).  At 
operation  the  thyroid  was  considerably  larger  than  clinical 
observation  had  suggested. 

Within  a  few  days  the  patient  expressed  herself  as  feeling 
much  better,  and  steady  improvement  was  noted  in  all  her 
symptoms.  There  was  no  recurrence  of  vomiting  or 
diarrhoea;  the  nervousness,  palpitations,  and  muscular 
tremor  were  greatly  diminished ;  the  eye  symptoms  sub- 
sided, and  her  temperature  remained  normal,  save  that 
about  once  a  week  the  evening  record  was  99° — during  the 
last  fortnight  she  remained  in  hospital  it  remained  sub- 
normal. The  pulse-rate  did  not  improve  so  rapidly,  but  it 
gradually  fell  to  an  average  of  90  per  minute.  The  gain  in 
weight  was  considerable — in  the  first  week  after  operation 
there  was  an  increase  of  31bs.,  in  the  second  week  51bs.,  in 
the  third  week  3|lbs.,  and  when  she  left  hospital  on  the 
7th  of  August — two  months  and  ten  days  after  operation — 
she  weighed  7st.  7lbs.,  an  increase  of  171bs. 

After  operation  no  special  treatment  was  adopted,  as  I 
was  anxious  to  test  the  effects  of  the  operation  per  se,  so 
that  I  think  we  must  credit  it  for  having  produced  such  a 
marked  and  rapid  improvement  in  this  case. 

Recent  communication  with  the  patient  has  elicited  the 
reply  that  she  feels  so  well  that  she  does  not  wish  to  return 
for  further  treatment. 

It  is,  of  course,  impossible  to  draw  any  general  conclu- 
sions from  one  case,  but  I  would  direct  your  attention  to 
three  questions  of  practical  importance  : — (1)  In  what 
cases  should  ligation  be  performed?  (2)  What  are  the 
results  of  this  treatment?    (3)  What  is  the  operative  risk? 

Lastly,  I  will  allude  to  one  or  two  points  in  technique 
and  after-treatment. 
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(1)  The  cases  which  are  suited  to  treatment  by  ligation 
may  be  divided  into  two  groups,  after  Mayo  (4)  : — 

(a)  Mild   and   early  cases   which   fail  to   respond   to 

medical  treatment,  yet  which  do  not  warrant 
the  more  serious  surgical  intervention  of  partial 
thyroidectomy. 

(b)  Acute  severe  cases,  especially  in  the  presence  of 
emaciation  and  cardiac  dilatation.  Here  ligation 
finds  its  greatest  field  of  usefulness,  being  a  much 
safer  surgical  procedure  than  extirpation  while 
toxaemia  is  severe. 

Perhaps  we  may  include  others  if  we  say  that  all  cases 
in  which  clinical  enlargement  of  the  thyroid  is  slight  or 
absent  should  be  submitted  to  ligation,  rather  than  to 
partial  thyroidectomy  in  the  first  instance.  It  is  likewise 
apparent  that  cases  with  even  mild  thyrotoxic  symptoms 
are  best  treated  by  ablation  if  there  is  marked  enlargement 
of  the  gland. 

(2)  The  results  of  ligation  are  most  encouraging.  In 
many  of  the  milder  cases  a  cure  is  effected  in  a  few  weeks. 
In  the  severe  cases  marked  improvement  usually  occurs, 
so  that  more  radical  operative  measures  may  be  attempted 
subsequently  with  far  less  surgical  risk.  Indeed,  in  these 
cases  it  becomes  in  many  instances  a  life-saving  pro- 
cedure. 

In  1909  Mayo  (4)  was  able  to  collect  records  of  138 
cases  in  which  ligation  had  been  performed  sufficiently 
long  to  make  their  report  of  value.  Excluding  cases  in 
which  thyroidectomy  had  also  been  performed,  and  a  few 
doubtful  cases,  the  results  were  : — 

Slight  improvement  -  -       9  cases. 

Great  improvement  -  .     44       ^^ 

Very  marked  improvement  -     11 

Absolutely  well    -  -  -       4 


By  Mr.  W.  Pearson.  185 

The  average  gain  in  weight  in  these  cases  was  211bs.  in 
four  months. 

Since  then  he  has  been  doing  more  and  more  hgations 
each  year,  the  great  majority  in  severe  cases  as  a  prehmi- 
nary  to  thyroidectomy,  hgating  now  usually  only  on  one 
side,  and  for  the  purpose  of  this  paj)er  I  wrote  to  him  to 
inquire  particularly  as  to  the  permanency  of  the  results. 
In  his  reply  he  says  : — "  Most  of  the  ligated  cases  will  re- 
lapse within  from  one  to  three  years,  although  their  con- 
dition will  not  be  so  bad  as  before  the  ligation." 

(3)  In  regard  to  risk,  I  think  we  may  safely  say  that 
the  operation  per  se  should  have  a  mortality  of  nil.  It  is 
the  desperate  condition  of  the  j)atient  which  determines 
a  fatal  issue,  and  even  the  worst  cases  will  usually  be 
treated  successfully  if  we  employ  suitable  pre-operative 
treatment. 

"St.  Mary's  Hospital  Eeports  "  for  the  past  three 
years  show  134  cases  of  double  ligation,  with  4  deaths,  a 
mortality  of  3  per  cent.  ;  and  531  cases  of  single  ligation, 
with  9  deaths,  a  mortality  of  1.7  per  cent. 

The  question  of  anaesthesia  in  these  cases  is  one  of  im- 
portance. Personally,  I  prefer  general  to  local  anoesthesia 
in  goitre  operations.  My  chief  objection  to  the  latter  is 
the  free  capillary  haemorrhage  which  is  apt  to  follow  when 
the  vaso-constrictor  effects  have  passed  off.  The  few  cases 
in  which  I  have  employed  it  required  a  change  of 
dressings  the  same  evening,  whereas  cases  operated  on 
under  general  ansesthesia  are  left  undisturbed  till  the 
following  day.  The  best  general  anaesthetic  is  undoubt- 
edly "  open  ether,"  the  popularity  of  which  is  every  day 
increasing.  In  goitre  operations  it  is  preceded  by  an  intra- 
muscular injection  of  omnopon,  gr.  J — f ,  scopolamine, 
gr.  y Jo ,  into  the  left  deltoid  one  hour  previous  to  operation. 
With  these  is  combined  atropine,  gr.  Y^ir>  ^s  recommended 
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by  Mayo,  which  keeps  the  air-passages  clear  of  mucus, 
and  so  preserves  a  free  air-way  for  the  patient.  In  the 
very  worst  cases  only  will  it  be  necessary  to  resort  to  local 
anaesthesia. 

Gentle  manipulation  I  regard  as  a  matter  of  prime  im- 
portance in  operating  on  thyrotoxic  cases.  This  will  be 
gained  by  an  accurate  knowledge  of  the  connections  and 
fascial  relations  of  the  gland  ;  by  good  exposure  through 
an  adequate  incision ;  by  careful  methodical  dissection ; 
and  by  avoidance  of  all  unnecessary  manipulation  and 
massaging  of  the  gland  itself.  I  believe  that  the  severity 
of  the  post-operative  reaction  in  goitre  cases  is  largely 
determined  by  the  amount  of  handling  to  which  the 
gland  is  subjected,  and  which  determines  a  copious  and 
rapid  liberation  of  its  secretion  into  the  system.  To  an 
organism  already  overburdened ,  a  further  addition  of  the 
toxin  is  naturally  a  serious  matter. 

In  regard  to  immediate  after-treatment,  the  most  im- 
portant point  is  the  administration  of  large  quantities  of 
fluid  :  durins  the  first  twenty-four  hours  rectal  salines  will 
be  most  efficient,  and  one  pint  should  be  administered 
every  three  or  four  hours. 

My  best  thanks  are  due  to  Dr.  C.  H.  Mayo  for  supply- 
ing me  with  information  as  to  his  latest  observations  on 
this  subject ;  to  my  senior  colleague,  Mr.  L.  G.  Gunn,  for 
assistance  at  the  operation ;  and  to  Professor  A.  F.  Dixon 
for  material  from  the  Anatomical  Department  in  Trinity 
College  for  verifjdng  the  anatomical  data. 
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Mr.  W.  I.  DE  CouRCY  Wheeler  congratulated  ISIr. 
Pearson  on  the  way  in  which  he  had  brought  before  them 
the  lymphatic  distribution  of  the  thyroid  gland.  If  the  dis- 
tribution in  the  thyroid  was  as  Mr.  Pearson  described,  there 
could  be  little  doubt  of  the  efficacy  of  the  operation  of  pole 
ligation.  He  recalled  his  experience  of  treatment  in  a  case 
which  was  considered  unsuitable  for  partial  thyroidectomy 
which  was  followed  by  marked  improvement  of  the  con- 
dition. A  point  of  interest  was  that  in  some  cases  of  hyper- 
thyroidism many  of  the  clinical  symptoms  are  often  absent 
or  do  not  present  themselves  until  the  patient  was  very  far 
gone.  He  affirmed  that  Coffer's  blood  count  in  such  cases 
was  useful  for  diagnostic  purposes.  Another  point  of  in- 
terest was  the  wonderful  improvement  which  followed  par- 
tial thyroidectomy  in  exophthalmic  cases.  Since  it  had  been 
pointed  out  that  the  wound  should  be  treated  as  a  suppu- 
rating one,  and  since  drainage  in  conjunction  with  liberal 
uses  of  saline  had  been  supplied  the  mortality  had  become 
inappreciable.  Once  the  bad  symptoms  had  passed  off  the 
patient  might  be  said  to  be  well  in  from  three  to  four  days. 
He  had  experience  of  a  case  of  this  kind  in  his  own  practice. 

Mr.  a.  a.  M'Connell  inquired  if  there  was  any  histo- 
logical difference  in  the  gland  after  ligation.  Eecent  ex- 
perimental work,  he  thought,  showed  that  in  some  cases  in 
which  the  arteries  were  ligatured  there  was  no  histological 
difference,  but  where  the  veins  had  been  ligatured  there  was 
marked  histological  difference.  He  suggested  that  it  was 
possible  that  the  ligature  of  the  latter  was  a  more  important 
feature  than  the  former.  In  cases  where  both  were  ligatured 
the  histology  was  more  distinct. 

Mr.  Gunn  said  he  had  seen  the  patient  referred  to  both 
before  and  after  the  operation,  and  he  would  like  to  add  his 
testimony  to  the  success  of  the  operation.     He  did  not  con- 
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sider  that  any  surgeon  would  have  attempted  an  operation 
for  the  removal  of  the  gland  from  a  patient  in  a  similar  con- 
dition. He  agreed  with  ]\Ir.  Pearson  with  the  exception  of 
one  point — i.e.,  the  suggestion  that  ligation  of  the  pole 
might  be  done  in  early  and  mild  cases.  He  considered  that 
partial  thyroidectomy  was  safe  in  such  cases,  and  he  would 
be  inclined  to  keep  the  pole  ligation  for  the  bad  cases.  He 
mentioned  that  Mr.  Pearson  had  used  a  local  anaesthetic  in 
one  case,  but  this  type  of  anaesthesia  was  not  usual  in  these 
cases. 

The  President  said  that  these  cases  had  a  very  great  in- 
terest for  any  one  concerned  as  he  was  with  obstetrics. 
What  the  relation  was  between  enlargement  of  the  thyroid 
and  arrested,  diminished,  or  suppressed  menstruation  he 
had  not  a  clear  idea,  but  that  there  is  a  connection  he  was 
perfectly  satisfied.  It  occasionally  fell  to  his  lot  to  prescribe 
for  patients  suffering  from  amenorrh(^a,  in  whom  perhaps 
there  was  not  a  considerable  enlargement  of  the  thyroid, 
and  in  a  number  of  these  cases  that  he  could  recall  general 
treatment  had  resulted  in  a  reduction  of  the  thyroid  and  a 
return  of  the  menstrual  flow.  He  had  seen  some  cases  of 
very  great  enlargement  of  the  gland  in  women  comparatively 
young,  and  who  had  borne  a  comparatively  large  number  of 
children  at  short  intervals;  but  whether  these  cases  would 
have  any  connection  with  the  condition  of  exophthalmic 
goitre  he  could  not  say.  One  of  the  worst  cases  of  the  kind 
that  he  could  recall  was  that  of  a  girl,  aged  nineteen 
who  struggled  through  typhoid  fever,  and  a  year  afterwards, 
during  which  menstruation  did  not  return,  exophthalmos 
occui-red.  That  patient  was  under  observation  and  treat- 
ment for  two  or  three  months  when  the  menstrual  flow  re- 
appeared with  very  marked  improvement  in  her  condition, 
but  she  was  by  no  means  cured. 

He  remembered  another  case  of  exophthalmic  goitre, 
attended  with  wasting  and  profuse  perspiration  at  night, 
marked  protrusion  of  the  eye-balls,  with  scanty  menstrua- 
tion. The  patient  was  childless.  She  was  not  treated,  and 
was  lost  sight  of  for  about  three  years.  When  next  seen  the 
condition  was  much  improved,  although  it  was  likely  that 
she  had  not  undergone  any  treatment. 
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Mr.  Pearson,  replying,  said  there  was  no  doubt  that  hga- 
tion  was  efficient  in  the  great  majority  of  cases.  The  mild 
cases  would  get  quite  well,  although  man}'  relapse  after  a 
few  years.  In  recommending  the  operation  for  mild  cases 
he  did  not  mean  that  every  mild  case  should  be  operated  on, 
but  he  suggested  that  every  mild  case  that  had  been  medi- 
cally treated  for  a  definite  length  of  time  should  be  submitted 
to  ligation,  because  it  offered  a  better  chance  of  getting  well, 
and  it  was  simpler  and  less  radical  than  partial  thyroidectomy. 
There  were  evidences  of  histological  changes,  and  he  men- 
tioned one  case  recorded  by  Murphy  where,  after  the  ligation 
operation  on  the  two  poles,  the  entire  thyroid  became  a  malig- 
nant mass,  so  that  apparently  there  was  a  danger  in  rare 
cases  of  the  change  being  too  excessive.  The  blood  count 
which  ]\Ir.  Wheeler  had  found  of  value  had  been  given  up  by 
the  Mayo's.  The  question  of  drainage  was,  of  course,  impor- 
tant, but  not  in  ligation  operations.  The  important  thing  in 
this  operation  was  to  choose  the  right  time,  when  the  patient 
was  not  in  a  severe  exacerbation.  To  avoid  rough  handling 
of  the  gland  was  also  important.  Massage  and  pulling  of  the 
gland  about  should  also  be  avoided.  Rough  handling,  he 
considered,  had  more  to  do  with  bad  symptoms  than  in- 
efficient drainage.  With  the  severe  cases  that  have  not  been 
operated  on  the  mortality  was  high.  The  greater  mortality 
he  attributed  to  what  were  looked  upon  as  the  terminal 
changes. 


INTESTINAL  ANGULATIONS  AND  KINKS 
ASSOCIATED   WITH   STASIS. 

By   W.  I.   DE  C.  WHEELER,  F.E.C.S.I.; 
Surgeon  to  Mercer's  Hospital,  Dublin. 

[Read  in  the  Section  of  Surgery,  May  9,  1913.] 

The  profusion  of  recent  literature  on  the  subject  of  in- 
testinal stasis  produced  by  non-inflammatory  intestinal 
adhesions  and  kinks,  with  all  the  varying  and  contradic- 
tory expert  opinions  put  forward,  renders  it  difficult  to 
compile  a  communication  in  any  sense  complete. 

In  this  paper,  for  the  sake  of  brevity,  it  will  be  neces- 
sary to  confine  my  remarks  to  personal  experiences  with 
twenty  recent  abdominal  cases  which  illustrated  con- 
ditions associated  with  the  term  intestinal  stasis.  Some 
or  all  of  the  pathological  conditions  which  I  mention 
later  in  the  paper  were  present  in  my  series  of  cases. 

It  is  not  so  long  since  we  were  taught  that  intestinal 
kinks  and  adhesions  other  than  inflammatory  were  a 
product  of  the  imagination — "a  dagger  of  the  mind,  a 
false  creation."  Those  who  were  first  to  discount  the 
possibility  of  the  presence  of  kinks  and  adhesions  have 
now  taken  refuge  in  the  statement  that  every  individual 
has  adhesions  and  kinks,  and  they  do  no  harm.  These 
two  contentions  are  obviously  impossible  to  adjust  or 
harmonise. 

It  may  be  now  taken  as  an  axiom  that  in  a  large  per- 
centage of  abdominal  cases,  cases  of  gastric  or  duodenal 
ulcer,  appendicitis,  gall-stones,  and  allied  conditions,  in- 
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IG.   1.- Diagram  of  Lanes  terminal  ileal  kink,  showing  line  of  division  in  plastie 

operation. 
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eluding  cystic  ovary,  there  is  present  a  varying  degree  of 
intestinal  stasis  associated  with  certain  pathological 
angulations  and  kinks  to  be  mentioned  later. 

In  a  certain  proportion  of  the  cases  these  conditions, 
per  se,  give  rise  to  no  symptoms  whatever;  in  others  the 
symptoms  are  slight  or  masked ;  in  the  remainder  they 
are  so  marked  that  a  novice  could  not  be  deceived  as  to 
their  cause. 

The  connection  between,  say,  duodenal  ulcer  and  intes- 
tinal kinks  and  other  pelvic  lesions  is  in  dispute ;  that 
there  is  a  close  connection  is  beyond  doubt,  and  has  led 
Moynihan  to  remove  the  appendix  in  most  cases  of  duo- 
denal ulcer,  and  Lane  to  abandon  the  operation  of  gastro- 
enterostomy for  the  relief  of  pyloric  obstruction.  From 
the  admitted  association  of  various  intra-abdominal 
lesions  there  is  one  practical  lesson  to  be  learnt — the 
fallacy  of  performing  very  rapid  operations  for  the  re- 
moval of  an  appendix.  If  the  appendix  is  in  an  anatomical 
position,  free  from  pathological  adhesions,  and  lends  itself 
to  rapid  removal,  either  the  operation  is  not  justified  or, 
more  likely,  the  symptoms  which  called  for  the  operation 
were  due  equally  to  other  associated  abnormal  conditions. 
Surgery  has  been  discredited  by  the  persistence  of  sym- 
ptoms after  removal  of  an  appendix  by  surgeons  ignorant 
of  the  existence,  say,  of  a  Jackson's  membrane  or  other 
abnormality.  The  presence  of  a  surprisingly  normal 
appendix  in  a  patient  who  suffered  from  symptoms  suffi- 
ciently severe  to  warrant  operation  should  call  for  j^ause, 
and  a  careful  search  be  made  for  abnormalities  at  the 
terminal  part  of  the  ileum,  the  ascending  colon,  and 
hepatic  flexure,  and  if  need  be  in  all  "  four  corners  "  of 
the  abdominal  cavity.  The  removal  of  an  appendix  in 
four  or  five  minutes  is  easy  of  accomplishment,  but  does 
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not  savour  of  scientific  surgery.  The  diagnosis  of 
"  appendix  dyspepsia  "  associated  with  pyloric  spasm  in 
the  light  of  recent  advances  in  abdominal  surgery  can 
seldom  be  justified. 

The  following  lesions  were  well  marked  in  my  series 
of  cases,  some  in  one,  others  in  another;  the  presence  of 
one  abnormality  did  not  necessarily  mean  the  presence  of 
another,  although  in  several  cases  all  the  lesions  to  be 
mentioned  were  well  marked  and  distinct  in  the  same 
case.  Thus,  in  some,  appendicitis  would  be  accompanied 
by  a  well  marked  Jackson's  membrane,  a  Lane's  kink 
near  the  ileo  c»cal  junction,  and  a  mega-duodenum.  In 
almost  every  case  the  terminal  mesocolic  kink  was 
present,  in  some  causing  undoubted  abdominal  symptoms, 
in  others  doing  no  harm  whatever. 

Lane's  terminal  ileal  kink  was  described  as  caused 
by  a  band  forming  part  of  the  under  surface  of  the 
mesentery  and  afterwards  a  distinct  ligament  which 
attached  itself  progressively  to  the  ileum  more  and  more 
distant  from  the  mesenteric  border.  The  band  is  shorter 
than  the  mesentery,  thus  causing  a  pucker  or  kink  of  the 
ileum,  which  is,  in  addition,  often  rotated  on  its  long  axis 
owing  to  the  attachment  of  the  band  to  the  anti-mesen- 
teric  border.      (Figs  1  and  2.) 

According  to  Lane,  this  and  other  intestinal  kinks  are 
due  to  "  the  crystallisation  of  lines  of  force  "  to  prevent 
prolapse  of  the  viscera  in  cases  of  chronic  constipation. 
Gray  and  Anderson  do  not  accept  the  explanation,  and 
point  out  that  in  both  the  lower  ileal  and  lower  sigmoid 
kinks  the  mesentery  and  mesosigmoid  show  no  evidence 
of  "  the  crystallisation  of  lines  of  strain  "  in  the  upper 
layers  where  most  strain  would  be  expected,  and  that  in  a 
number   of   cases  of   ileal   kink   there   was   no   tendency 
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whatever  to  a  dropped  cfecum,  which,  on  the  con- 
trary, was  well  fixed.  In  my  cases  of  ileal  kink  I  could 
not  satisfy  myself  that  the  small  intestine  was  much,  if 
at  all,  dilated  above  the  lesion  as  described  by  Lane,  but 
in  two  there  was  distinct  evidence  of  mega-duodenum. 
This  latter  condition  is  produced  not  in  any  direct  manner 
from  the  ileal  kink,  but  by  a  similar  adventitious  for- 
mation at  the  duodeno-jejunal  flexure,  or  to  a  band 
running  across  the  duodenum  just  to  the  right  of  the 
superior  mesenteric  artery,  as  described  by  Murphy. 

Jackson's  membrane  has  attracted  considerable  sur- 
gical attention  during  the  past  twelve  months.  (Fig.  3.) 
It  is  a  very  obvious  lesion  found  regularly  in  patients 
suffering  from  right-sided  pain  or  discomfort  with  a 
loose,  splashing  caecum,  constipation,  and  some 
visceroptosis.  It  is  present  in  other  cases,  but  one  soon 
gets  familiar  with  a  type  of  case  w^here  its  presence  can 
be  foretold  with  almost  certainty  before  operation.  It  is 
a  thin,  vascular  veil,  in  which  long,  straight  blood- 
vessels run  a  parallel  course,  compared  by  Jackson  to  an 
oedematous  arachnoid.  It  is  like  a  cobweb  bag  which 
is  too  small  to  hold  the  ascending  colon  without  pucker- 
ing it.  It  extends  from  the  hepatic  flexure  to  a  variable 
extent  over  the  colon  on  both  sides  of  the  anterior 
muscular  band.  It  surrounds  the  caput  of  the  CEecum, 
merges  into  the  meso-aj)pendix,  and  becomes  lost  in  the 
pelvic  peritoneum,  Jackson's  membrane  is  very  fre- 
quently seen  in  children. 

The  better  developed  the  Jackson's  membrane,  the 
more  prolapsed  and  distended  is  the  cfpcum.  This  is  an 
observation  of  importance,  for  it  teaches  that  it  does  not 
assist  in  fixing  a  mobile  caecum,  but,  on  the  contrary,  by 
sometimes  producing  a  very   acute   kink   at  the   hepatic 
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flexure  of  the  colon  causes  dilatation  and  ptosis  of  the 
cfficum  and  ascending  colon.  It  is,  therefore,  more 
likely  that  Jackson's  membrane  is  a  cause,  and  not  an 
effect,  of  intestinal  stasis. 

•  It  is  almost  certain  that  Jackson's  membrane  is  not 
inflammatory  in  origin.  A  study  of  the  direction  of  the 
lymphatics  proves  it  could  not  be  a  pericolic  inflammation 
which  had  extended  along  the  lymphatics  of  the  sub- 
peritoneal coats.  Furthermore,  the  blood-vessels  run  in 
a  linear  fashion,  unlike  those  in  inflammatory  tissue,  and 
little  bleeding  results  from  the  general  separation  of  the 
membrane.  A  sufficiently  raw  surface,  however,  in 
some  instances  requires  the  application  of  an  omental 
graft  to  prevent  subsequent  adhesions. 

Mayo's  theory  of  abnormal  burrowing  of  the  cfpcum 
and  lower  end  of  the  ileum  during  their  descent  from  the 
liver  under  the  parietal  posterior  peritoneum  has  been  dis- 
missed owing  to  the  absence  of  such  a  process  in  the  ex- 
amination of  a  very  large  number  of  foetuses. 

Gray  and  Anderson's  is  the  most  fascinating  explana- 
tion, and  appeals  to  the  imagination  of  those  who  have 
studied  the  structures  at  operations.     They  say  the  mem- 
brane is  really  the  right  margin  of  the  great  omentum 
pulled  out  and  thinned  during  development.    The  omentum 
crosses  the   hepatic  flexure   and   blends  by   physiological 
fusion    with    the    posterior    parietal    peritoneum    to    the 
outer  edge  of  the  colon.     Fusion  also  takes  place  between 
the  omentum  and  anterior  wall  of  the  ascending  colon 
near  the  longitudinal  muscular  band  in  the  same  way  as 
the  omentum  finds  attachment  to  the  transverse  colon  in 
a    corresponding   position.      During    the    descent    of   the 
crecum  the  omentum  crossing  the  flexure  and  adherent  to 
the  parietal  peritoneum  externally  gets  pulled  out,  and  is 
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Fig.  3. — Jackson's  membrane,  showing  the  well  developerl  band  merging 
into  the  omentum  obstructing  the  hepatic  flexure  and  producing 
dilatation  and  ptosis  of  the  caecum.  These  cases  are  frequently 
referred  to  erroneously  as  "  Appendix  Dyspepsia."  The  bands  are 
hooked  up  on  the  linger  and  divided  from  the  flexure  to  the  cacum. 
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found  in  later  life  as  the  membrane  already  described. 
This  theory  is  strengthened  by  the  presence  of  fat,  the 
linear  arrangements  of  the  vessels,  and  the  site  of  attach- 
ment of  the  membrane  to  the  colon.  In  several  of  my 
cases  I  could  trace  a  direct  and  uninterrupted  connection 
between  the  membrane  and  the  omentum.  This  was 
specially  noticeable  above  at  the  hepatic  flexure,  where 
Jackson's  membrane  often  takes  the  form  of  powerful 
bands  intermingled  with  fat,  obstructing  the  onflow  of  the 
contents  of  the  colon. 

In  addition  to  the  ileal  kink,  the  hepatic  kink  pro- 
duced by  Jackson's  membrane,  the  dilated  duodenum 
already  referred  to,  I  have  had  one  case  of  Payr's  disease, 
where  there  was  a  well  marked  kink  of  the  splenic  flexure, 
with  dilatation  and  ptosis  of  the  transverse  and  ascending 
colon,  and  collapse  of  the  descending  colon.  It  is  a  com- 
paratively common  condition,  but  I  have  only  seen  it  twice 
before,  once  in  a  case  operated  upon  by  a  colleague  before 
its  significance  was  understood,  and  once  with  Mr.  Gray, 
of  Aberdeen.  The  kink  is  probably  due  to  a  shortened 
phrenocolic  ligament,  or  can  be  explained  in  precisely 
the  same  manner  as  the  hepatic  kink. 

In  two-thirds  of  my  cases  the  lower  sigmoid  kink  was 
present.  So  frequent  is  this  condition  seen  that  it  is  looked 
upon  as  almost  normal  by  some  authorities.  All  are 
agreed,  however,  that  in  certain  cases  it  produces  very 
marked  constipation  and  left-sided  pain  with  dilatation  of 
the  colon  above.  In  many  cases,  on  the  other  hand,  it 
interferes  with  the  bowel  little,  if  at  all.  Here  we  can 
see  a  beautiful  example  of  a  kink  produced  by  the  excess 
of  physiological  fusion  as  described  by  Toldt. 

Gray  attributes  the  formation  of  all  kinks  to  excess  of 
physiological  fusion,  and  it  has  been  shown  that  the  for- 
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mation  of  Jackson's  membrane  can  be  attributed  to  a  like 
cause.  While  Gray  believes  enteroptosis  is  produced  by 
the  presence  of  obstructive  kinks,  yet  the  congenital 
theory  can  be  made  clear  by  another  interpretation. 

When  man  assumes  the  erect  position,  in  order  to  pre- 
vent a  drop  of  all  the  viscera  into  the  pelvis,  nature,  by 
physiological  fusion  of  the  visceral  and  parietal  peri- 
toneum, produces  the  splenic  and  hepatic  flexures,  the 
mesentery  and  meso-colon,  and  all  ligaments  intended 
to  suspend  the  viscera. 

Assume  we  approach  at  birth  towards  our  ancestral  con- 
dition, and  suffer  from  slight  congenital  ptosis,  or  assume 
that  later  in  life  ptosis  is  produced  from  familiar  causes, 
then  there  may  be  peritoneal  fusion,  in  unusual  places  to 
ensure  fixation  as  a  provision  of  nature  against  further 
prolapse.  To  revert  to  the  terminal  kink  of  the  pelvic 
colon,  which  is  such  a  common  condition,  if  we  pull  on  the 
colon  we  can  see  the  line  of  fusion  between  the  outer  side 
of  the  mesocolon  and  the  peritoneum  of  the  left  iliac  fossa. 
This  line  is  known  as  Toldt's  white  line  (Fig.  4.) 

In  cases  of  chronic  constipation,  in  the  absence  of 
other  causes,  the  "undoing"  of  this  kink,  especially  in 
enteroptosis  cases,  will  have  the  effect  of  producing  a 
regular  daily  motion,  and  a  consequent  great  improve- 
ment in  the  condition  of  this  miserable  class  of  patient. 

I  have  operated  upon  several  such  cases  for  my  col- 
leagues, Drs.  Lumsden  and  Holmes,  with  the  result  stated. 
Left-sided  abdominal  pain  with  constipation  may 
often  be  completely  relieved  by  a  plastic  operation  on 
this  kink,  and  it  should  be  remembered  that  the  pain  is 
often  rendered  more  severe  by  implication  of  the  left 
ovary  and  broad  ligament  in  the  line  of  fusion.  (Figs. 
1  and  5.) 
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Fig.  4.— Kink  of  the  pelvic  colon  showing  ••  Toldf  s  Line  ""  and  imi^lication 
of  the  left  ovary.  Obscure  left-sided  pain  and  constipation  are 
frequently  produced  by  this  condition  and  relieved  by  operation. 
[Modified  from  Gray  and  Andersox.) 
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The  congenital  theory  is  not  upset  by  the  contention 
that  symptoms  do  not  arise  until  adult  life.  We  have 
only  to  think  of  such  conditions  as  cervical  rib  and  con- 
genital hernia  to  see  where  the  fallacy  of  such  a  con- 
tention lies. 

In  two  of  my  cases  there  were  so  many  congenital 
adhesions  and  kinks  that  I  short  circuited  the  ileum  into 
the  lower  portion  of  the  pelvic  colon — the  operation  re- 
commended by  Lane. 

If  the  permanent  results  of  the  plastic  work  are  as  good 
as  the  immediate  results  the  short  circuiting  operation 
will  become  unnecessary,  but  in  any  event  the  operation  of 
ileosigmoidoscopy,  as  often  attributed  to  Lane,  is  not 
performed  in  the  manner  he  recommends,  and  gives 
correspondingly  bad  results.  The  ileum  must  be  com- 
pletely divided  and  anastomosed  low  down  to  the  pelvic 
colon  below  the  sigmoid  kink. 

If  the  kink  is  not  well  marked  it  should  be  artificially 
produced  to  prevent  reverse  peristalsis — a  condition 
which,  in  early  days,  rendered  necessary  a  subsequent 
colectomy  in  a  fairly  large  proportion  of  cases.  It  is 
anatomically  impossible  to  anastomose  the  ileum  to  the 
rectum  as  is  often  suggested, 
i  In  my  series  of  cases  the  symptoms  were  very 
varied.  Left-sided  pain  and  discomfort  by  a  process  of 
elimination  was  diagnosed  in  several  cases  as  being 
due  to  a  well-developed  mesosigmoid  band  with  dilata- 
tion of  the  colon.  These  patients,  usually  females,  were 
cured  by  operation. 

Diffuse  right-sided  pain,  tenderness,  and  discomfort  in 
patients  with  a  mobile  splashing  csecum  and  distended 
ascending  colon,  were  found  usually  to  present  a  well 
niarked    Jackson's    membrane    and    hepatic    kink;    the 
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appendix  often  showed  little  or  no  signs  of  disease. 
The  ileal  kink  was  present  in  a  few  of  these  cases, 
but  absent  in  at  least  an  equal  number.  One  case 
diagnosed  as  duodenal  ulcer  proved  to  be  a  megaduo- 
denum  accompanied  by  Jackson's  membrane  and  ileal 
kink.  The  patient  was  a  medical  man,  and  presented 
all  the  signs  and  symptoms  of  duodenal  ulcer.  X-ray 
photographs  supported  this  view,  but  on  operation 
only  the  conditions  mentioned  were  found.  The  patient 
was  completely  and  immediately  relieved  by  a  plastic 
operation. 

Two  cases  only  were  typical  of  auto-intoxication— there 
was  staining  and  wrinkling  of  the  skin,  sweating  in  the 
axilla3  and  groins,  enfeebled  circulation  with  cold  ex- 
tremities, dulling  of  the  mental  faculties,  &c.  The 
complete  short  circuit  operation  was  performed.  These 
patients  are  tolerably  well.  One  was  done  two  years 
ago,  the  other  has  just  left  hospital,  but  still  suffers 
from  abdominal  distress.  The  number  of  ailments 
directly  caused  by  intestinal  stasis  are  probably  legion, 
but  of  the  remote  lesions,  such  as  chronic  rheumatic 
arthritis,  cystic  breasts,  and  hyperthyroidism  I  have  no 
personal  knowledge,  and,  therefore,  I  only  mention  them 
to  dismiss  the  subject. 

X-ray  photographs  were  taken  of  a  number  of  the  cases 
by  Dr.  Hayes  to  assist  localisation  of  the  lesion  before 
operation. 

I  must  acknowledge  my  great  indebtedness  to  Sir 
Arbuthnot  Lane  and  Mr.  Gray  for  allowing  me  to  see 
their  cases  and  the  results  of  operation. 
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Fio.  5.— Kink  of  the  pelvic  colon  relieved  by  plastic  operation.     {Modified 
from  C4ray  and  Andersox.) 


X-RAYS   IN    THE   DIAGNOSIS    OF    ABNORMALI- 
TIES OF  THE   INTESTINAL  TRACT. 
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Radiologist,  Mater  Misericordiae  Hospital,  Dublin. 

[Read  in  the  Section  of  Surgery,  May  9,  1913.] 

So  much  has  been  written  recently  on  the  subject  of 
intestinal  stasis,  and  the  .x-rays  have  assisted  so  materially 
in  the  recognition  of  this  condition,  that  a  contribution  on 
the  subject  with  which  I  am  about  to  deal  may  be  of 
interest  to  you. 

In  a  paper  on  "  X-rays  in  the  Diagnosis  of  Urinary 
Calculi,"  which  I  read  before  this  Section  in  November, 
1910,  I  stated  that  "  Radiography  should  be  employed  as 
an  aid  to,  and  not  as  a  substitute  for,  the  ordinary  methods 
of  diagnosis.  The  a;-ray  has  jiroved  to  be  such  a  "  short 
cut  "  in  the  diagnosis  of  so  many  conditions,  and  it  has 
relieved  us  so  much  of  the  necessity  of  making  a  careful 
analytical  study  of  symptoms  and  signs,  that  we  are 
becoming  more  and  more  inclined  to  resort  to  it  to  the 
exclusion  of  other  trustworthy  methods  of  clinical  investi- 
gation." 

That  statement  will  bear  repetition  here,  more  especi- 
ally at  the  present  moment,  when  new  territory  is  being 
explored,  is  it  necessary  to  record  carefully  our  observa- 
tions, and  if  at  all  possible  to  check  our  findings  at  the 
subsequent  operation. 

The  positions  which  the  different  parts  of  the  intestinal 
tract  occupy  within  the  abdomen  are  so  varied,  even  in 
the  same  types  of  individuals,  and  in  the  erect  and  prone 
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positions,  that  it  is  difficult  to  fix  within  narrow  hmits  the 
"  normal  "  sites  of  the  stomach  and  the  large  intestine. 

To  interpret  accurately  the  various  shadows  produced 
by  the  intestines  when  loaded  with  an  opaque  substance 
is  not  at  all  an  easy  matter,  and  in  the  viewing  radiogram 
it  must  not  be  forgotten  that  we  are  looking  at  the  shadow 
cast  by  the  object  and  not  the  object  itself ;  secondly,  that 
the  shadow  of  a  loop  of  intestine,  when  viewed  obliquely, 
gives  the  idea  that  the  bowel  is  acutely  kinked  when  in 
reality  the  curve  may  be  the  arc  of  a  circle  which  may  not 
be  at  all  sufficient  to  cause  delay  to  the  passage  of  the 
intestinal  contents.    To  this  I  shall  refer  later. 

To  examine  the  oesophagus,  cachets  containing  10  to  15 
grains  of  bismuth  carb.  may  be  given,  or  the  bismuth 
cai-b.  may  be  mixed  with  milk  and  sago,  arrowroot,  or 
bread  crumbs — 2  oz.  to  4  oz.  of  the  carbonate  to  a  pint  of 
the  vehicle  may  constitute  the  meal. 

The  cesophagus  in  its  cervical  part  may  be  studied  by 
viewing  it  from  one  or  other  side  of  the  neck.  Before 
dealing  with  strictures  I  will  refer  briefly  to  two  cases  of 
diverticulum  of  the  oesophagus  which  I  have  seen.  Both 
patients  were  men,  one  aged  fifty-eight  and  the  other 
sixty.  In  each  the  history  and  symptoms  were  typical  of 
the  condition.  By  pressing  on  the  left  side  of  the  neck  a 
considerable  amount  of  mucus,  mixed  with  food,  was 
ejected  into  the  mouth — a  necessary  procedure  to  begin 
with.  With  the  fluorescent  screen,  the  bismuth  food  was 
seen  to  pass  at  first  downwards  and  backwards  towards 
the  vertebral  column,  and  then  downwards  and  towards 
the  right  side  into  a  sack  which  filled  as  more  food  was 
swallowed. 

As  the  pouch  became  distended  a  sense  of  discomfort 
was  experienced,  and  each  patient  was  conscious  of  the 
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Fig.    1. 

A.  Diverticiiluin. 

B.  Left  lateral  aortic  bulsc 


[ 
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fact — which  could  be  observed  on  the  screen — that  no  food 
passed  into  the  stomach.  With  each  succeeding  attempt 
to  swallow,  the  shadow  was  seen  to  rise  and  fall,  and 
sometimes  the  bismuth  food  regurgitated  into  the  mouth. 
In  each  case  when  the  pouch  had  filled  none  of  the  Bis- 
muth passed  down  the  oesophagus,  obstruction  being  due 
to  pressure  of  the  pouch.  When,  however,  these  patients 
were  free  to  incline  the  head  and  neck  forwards  towards 
the  right  a  sensation  of  relief  was  experienced,  and  portion 
of  the  bolus  passed  into  the  stomach. 

One  of  these  men  was  again  radiographed  four  days 
after  the  first  examination,  W'hen  the  f)ouch  could  Be  seen 
as  clearly  as  if  he  had  just  then  swallowed  the  bismuth, 
although  none  of  the  latter  had  been  given  in  the  interval.  ■ 
(Fig.  1.) 

The  intra-thoracic  portion  of  the  oesophagus  in  its  whole 
extent  can  be  examined  by  viewing  the  chest  obliquely 
from  the  right  side  in  front  (Right  anterior  oblique  posi- 
tion), or  from  the  left  side  behind  (Left  i^osterior  oblique 
position). 

Obstruction  to  the  free  passage  of  food  through  the 
oesophagus  may  be  caused  also  by  the  pressure  of  tumours, 
aneurysms,  or  a  generally  dilated  aorta.  The  cause  of  the 
obstruction  may  be  readily  detected  by  screen  examina- 
tion, but  that  a  generally  dilated  aorta  may  produce 
symptoms  of  obstruction  which  suggest  the  presence  of 
cancer  is  a  fact  that  is  sometimes  forgotten. 

Strictures  of  the  oesophagus  may  be  spasmodic,  cica- 
tricial, or  malignant.  Each  variety  has  special  a;-ray 
characteristics.  Spasmodic  strictures  usually  occur  near 
the  cardiac  end  of  the  tube.  The  food  passes  normally 
downwards  in  an  elongated  oval  mass,  having  a  rounded 
head  and  a  tapering  tail.    There  is  usually  some  dilatation 
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above  the  contraction,  but  no  food  passes  into  the  stomach. 
As  more  food  is  swallowed  the  size  of  the  shadow  in- 
creases, and  the  peristaltic  movements  become  more  vio- 
lent, until  after  a  few  minutes  the  spasm  relaxes  and  the 
contents  enter  the  stomach  with  a  sudden  rush.  Some- 
times the  food  is  retained  in  the  oesophagus  for  a  consider- 
able period,  and  there  may  be  an  inclination  to  regurf^itate 
it ;  but  these  patients  rarely  vomit,  and  they  can  tell  you 
when  the  food  has  passed  downwards. 

In  cicatricial  contraction  the  antecedent  history  aids  in 
the  diagnosis.  There  may  be  seen  on  the  screen  one  or 
more  situations  where  some  narrowing  of  the  lumen 
exists,  but  the  greatest  narrowing  is  again  Just  above  the 
diaphragm.  In  these  cases  there  is  not,  as  a  rule,  com- 
plete hindrance  to  the  passage  of  the  food,  which  latter 
may  be  observed  to  trickle  through  in  a  narrow  stream. 
Here,  again,  the  oesophagus  is  dilated  above  the  site  of  the 
stricture,  but  peristaltic  movements  are  more  active  and 
violent,  and  as  contraction  follows  contraction  the  con- 
tents sometimes  rise  as  high  as  the  arch  of  the  aorta,  or 
there  may  be  regurgitation.  These  violent  peristaltic 
movements  are  very  typical  of  cicatricial  stenosis,  and 
once  seen  they  are  not  soon  forgotten.  There  is  never 
a  sudden  emptying  of  the  food  into  the  stomach,  as  you 
have  in  the  oesophagismus. 

Malignant  strictures  are  most  commonly  met  with  in 
men.  The  usual  situation  is  near  the  cardiac  end,  but 
they  frequently  occur  in  the  neighbourhood  of  the  level 
of  the  bifurcation  of  the  trachea.  Many  dark  shadows 
may  be  observed  along  the  line  of  the  oesophagus  which 
are  produced  by  the  malignant  lymphatic  glands. 

In  cancer  of  the  oesophagus  the  food  passes  normally 
until  it  reaches  the  site  of  the  stricture,  through  which,  as 
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in  the  preceding  variety,  it  may  pass  in  a  thin  stream,  or 
there  may  be  complete  occlusion  of  the  canal. 

Some  dilatation  always  exists  just  above  the  site  of  the 
stricture,  but  peristaltic  movements  are  absent  or  very 
feeble  until  the  oesophagus  is  filled  for  some  distance  above 
the  stricture.  In  malignant  cases  it  is  usual  to  find  reverse 
peristalsis,  and  the  food  is  not  retained  very  long. 

The  feeble  peristaltic  movements  are  possibly  due  to  the 
pathological  changes  occurring  in  the  oesophagus,  and  the 
reverse  peristaltic  waves  are  caused  reflexly  by  the  food 
coming  in  contact  with  the  ulcerated  surface  of  the  new 
growth.  Owing  to  the  emaciated  condition  of  patients 
suffering  from  cancer  of  the  gullet,  it  is  very  easy  to 
examine  them  with  the  a:;-rays. 

The  Stomach. — The  position  of  the  stomach  varies 
when  viewed  in  the  erect  and  recumbent  positions.  When 
standing,  the  stomach  assumes  a  vertical  position  in  the 
left  side  of  the  abdomen,  and  the  lesser  curvature  in  its 
upper  two-third  forms  a  straight  line  which  is  almost 
parallel  to  and  about  one  and  a  half  inches  to  the-  left  of 
the  vertebral  column,  being  a  little  nearer  to  it  below  than 
above.  The  pyloric  portion  then  curves  somewhat 
abruptly  towards  the  middle  line  in  the  region  of  the 
umbilicus. 

The  cardiac  portion,  which'  is  filled  with  gas,  can  be 
outlined  as  a  clear  space  beneath  the  left  arch  of  the 
diaphragm. 

The  greater  curvature  extends  to  a  line  drawn  trans- 
versely between  the  summits  of  the  iliac  crests,  the  lesser 
curvature  being  from  one  and  a  half  to  two  inches  higher. 

The  pylorus  is  most  frequently  found  about  two  inches 
above  and  to  the  right  of  the  umbilicus. 

In  the  recumbent  position  the  stomach  is  mainly  hori- 
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zontal — the  shadow  at  the  cardiac  ends  broadens  as  most 
of  the  food  gravitates  into  this  portion,  and  there  is  a 
corresponding  diminution  in  the  size  of  the  pyloric  part 
of  the  stomach. 

The  greater  curvature  lies  from  two  to  three  inches 
above  the  umbilicus.  When  one  considers  the  numerous 
factors  which  may,  without  giving  rise  to  symptoms, 
cause  innumerable  alterations  in  the  shape  of  a  flaccid 
organ  like  the  stomach,  the  difficulty  of  easily  detecting 
changes  of  a  pathological  nature  can  be  readily  under- 
stood. It  is  necessary  to  allude  only  to  a  few— c.jy.,  indis- 
cretion in  the  selection  of  diet,  overloading,  loss  of  tone 
in  the  abdominal  muscles,  repeated  pregnancies  and  tight 
lacing:  in  women. 


HYPER 

cca  2-3 


Fig.  2. 


Fig.  2,  after  Holzknecht,  shows  four  types  of  normal 
stomach.  "  Schlesinger,  following  Groedel's  suggestion, 
has  shown  that  these  variations  in  form  are  simply  due  to 
difference  in  the  habitual  tone  of  the  musculature.  He 
names  the  four  forms —  Hypertonic,  Orthotonic,  Hypo- 
tonic, and  Atonic."  Holzknecht  has  never  seen  the 
hypertonic  form  in  women,  and  he  says  : — "  We  may 
consider  1,2,  and  3  the  typical  forms  for  men,  and  2,3, 
and  4  as  the  normal  forms  for  women  "  (Archives  of  the 
Rontgen  Ray,  July,  1912,  pp.  61  and  62). 
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Fig.   3. 

PV.  Pyloric  i^art  of  stomach. 
U.  Umbilicus. 
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The  hypertonic  form  is  not  often  met  with  :  I  have 
seen  it  on  a  few  occasions  only,  and  these  were  the  rare 
instances  in  which  the  greater  curvature  of  the  stomach 
was  situate  at  a  higher  level  than  the  umbilicus  when  the 
patient  was  examined  in  the  erect  position. 

Gastroptosis. — In  determining  the  degree  of  this  con- 
dition it  would  be  advisable  to  be  guided  by  permanent 
land-marks  rather  than  by  the  umbilicus,  which,  though 
convenient,  varies  in  position.  It  would  be  better,  there- 
fore, to  take  our  measurements  from  a  line  drawn  between 
the  summits  of  the  crest  of  the  ilia.  In  the  erect  position 
the  greater  curvature  of  what  may  be  regarded  as  the 
normal  stomach  extends  to  this  line,  and  the  degree  of 
ptosis  can  be  estimated  by  measuring  the  distance  below 
this  to  which  the  greater  curvature  drops. 

The  dropped  stomach  is,  for  the  most  part,  vertical  in 
position,  and  generally  dilated  and  hypotonic.  The 
cardiac  end  is  elongated  and  tubular  in  appearance, 
and  in  those  cases  where  the  pylorus  is  not  displaced  the 
descent  of  the  stomach  would  appear  to  be  due'  to  loss 
of  muscular  tone,  not  only  in  the  stomach  but  in  the 
abdominal  muscles  also.  In  extreme  cases  of  gastroptosis 
the  greater  curvature  may  be  found  at  the  symphysis 
pubis.  I  shall  show  you  a  photograph  of  one  such  case, 
and  yet  this  lady  had  no  gastric  symptoms.     (Fig.  3.). 

It  has  been  contended  by  many  that  what  have  been 
radiographically  diagnosed  as  ' '  dropped  stomachs  ' '  are 
not  in  reality  such  at  all,  and  they  say  that  the  dovrnward 
displacement  of  the  organ  is  due  to  the  weight  of  the 
ingested  bismuth  salt.  To  dispose  of  such  a  fallacious 
argument  as  this  it  is  only  necessary  to  point  out  that  the 
first  morsels  of  the  food  descend  to  the  lowest  level  of  the 
stomach,    and  that    the   entire   amount    which    is   subse- 
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quently  swallowed  does  not  make  the  greater  curvature 
descend  to  any  appreciable  extent. 

Ulcers  of  the  Stomach. — It  will  be  convenient  to  con- 
sider non-malignant  and  malignant  ulcers  together.  It  is 
possible  to  recognise  large  ulcers,  especially  if  they  be 
situate  along  the  curvatures.  Associated  with  them  is 
spasm  of  the  muscle,  which  produces  an  hour-glass-like 
appearance,  and  normal  peristaltic  movements  are  inter- 
fered with.  When  the  contents  have  left  the  stomach  a 
good  photograph  may  show  a  thick  shadow  of  bismuth 
adherent  to  the  surface  of  the  ulcer. 

It  is  also  said  that  the  exact  site  of  the  ulcer  can  be 
localised  by  palpating  the  site  of  maximum  tenderness. 
With  this  latter  statement  I  am  not  in  concord,  and  I 
regard  it  as  a  very  unreliable  sign.  I  will  throw  on  the 
screen  a  slide  the  subject  of  which  had  this  symptom. 
The  general  appearance  and  behaviour  of  the  stomach 
strongly  suggested  the  presence  of  an  ulcer,  yet  at  the 
operation  no  ulcer  was  found.  In  my  experience  a  point 
of  maximum  tenderness  to  pressure  over  the  stomach  or 
duodenum  cannot  be  regarded  as  strong  presumptive  evi- 
dence of  the  presence  of  an  ulcer.  I  have  frequently 
found  it  where  no  ulcer  was  discovered  at  the  subsequent 
operation,  and  here,  again,  I  would  remind  you  that  it  is 
only  comparatively  recently  that  a?-rays  have  been  em- 
ployed in  the  diagnosis  of  pathological  conditions  of  the 
stomach,  and  although  much  laborious  work  has  been 
done  and  carefully  recorded,  and  a  great  deal  of  valuable 
information  gained,  the  time  has  not  yet  arrived  when 
accurate  deductions  can  be  drawn  from  all  the  various 
appearances  which  are  to  be  observed  on  the  screen  or  on 
the  negative. 

Hour-glass  Stomach. — In  the  recognition  of  this  con- 
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Fig.    4. 
Hour-glass  stomach  ten  minutes  after  a  bismuth  meal. 

C.  and  P.  Cardiac  and  i)yloric  portions  of  stomach. 

D.  Duodenum. 

H.  Hour-glass  constriction. 

U.  Umbilicvxs. 
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Fig.    5. 

From  same  i^aticnt  as  Fig.  IV.  five  hours  after  bismuth 
meal. 

H.  Hour-glass  constriction. 

P.  Pyloric  part  of  stomach. 

S.I.  Small  intestine. 

U.  Umbilicus. 
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dition  there  is  no  doubt  that  the  x-ray  is  the  most  accu- 
rate diagnostic  agent  at  our  disposal.  The  patient  must 
be  examined  in  the  erect  and  recumbent  positions,  and 
the  condition  must  be  carefully  differentiated  from  hour- 
glass appearances  which  are  produced  by  spasmodic  con- 
traction of  the  "  mid  gastric  sphincter,"  which  latter  re- 
laxes after  some  minutes,  or  may  disappear  on  massaging 
the  stomach. 

As  the  bismuth  food  enters  the  stomach  it  does  not  pass 
beyond  the  constriction,  and  the  cardiac  portion  assumes 
the  appearance  of  an  inverted  cone.  According  to  the 
degree  of  narrowing,  much  or  little  food  may  pass  into  the 
pyloric  portion  immediately. 

In  the  recumbent  posture  the  constriction  is  more  evi- 
dent, and  the  food  may  be  seen  passing  through  the 
narrow  isthmus,  the  borders  of  which  may  present  a  jagged 
outline. 

On  examining  the  patient  within  two  or  three  hours  the 
food  will  be  seen  in  the  pyloric  part  of  the  stomach,  and 
the  cardiac  part  may  be  empty. 

On  the  skiagrams  which  I  will  show  you  these  details 
can  be  seen.  The  second  was  taken  five  hours  after  the 
first.  All  the  bismuth  food  had  left  the  cardiac  portion, 
and  the  pyloric  portion  still  contains  a  large  amount. 
(Figs  4  and  5.) 

The  duodenum  varies  considerably  in  size,  but  its 
situation  Ls  almost  constant.  It  is  not  unusual  to  find  a 
kmk  at  the  duodeno-jejunal  junction  which  obstructs  the 
free  passage  of  the  intestinal  content.  This  kink  is  pro- 
duced by  the  sudden  descent  of  the  jejunum,  and  as  it  may 
disappear  when  the  patient  lies  down  it  is  likely  to  escape 
detection  at  operation.  In  these  cases  the  duodenum  is 
very  much  enlarged,   and  peristaltic  movements  are  ex- 
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tremely  active.  With  each  succeeding  contraction  the 
bismuth  food  can  be  seen  to  be  violently  driven  onwards, 
to  return  in  an  axial  stream  which  simulates  reverse 
peristalsis. 

I  will  show  you  photographs  of  such  a  condition  from  a 
young  man,  aged  twenty-three,  in  whom  the  diagnosis  of 
duodenal  ulcer  had  been  made  by  a  competent  clinician. 
The  a:-ray  examination  showed  the  duodenum  as  above 
described,  and  demonstrated,  in  addition,  a  terminal  ileal 
kink,  both  of  which  were  verified  at  the  subsequent 
operation. 

The  Small  Intestine. — When  the  bismuth  food  leaves 
the  stomach  it  rapidly  traverses  the  jejunum  and  accumu- 
lates in  the  lower  loops  of  the  ileum  which  are  coiled  in 
the  pelvis.  The  terminal  part  of  the  ileum  ascends  ver- 
tically to  the  cpf'cum.  As  it  crosses  the  pelvic  brim  it  is 
frequently  found  to  be  bound  down  to  the  latter  by  adhe- 
sions which  cause  kinking  when  the  patient  is  in  the  erect 
position.  Acute  or  sub-acute  inflammatory  processes  in 
the  appendix  are  often  responsible  for  the  production  of 
these  adhesions.  On  a:-raying  the  patient  in  four  to  six 
hours  after  the  meal  the  terminal  part  of  the  ileum  as 
also  the  cfpcum  can  be  studied.  Kinks,  if  present,  can 
be  observed,  but  before  making  a  diagnosis  the  ileum 
should  be  palpated  in  order  to  determine  its  mobility.  I 
will  show  you  several  slides  in  which  ileal  kinks  are  to 
be  seen,  and  I  may  add  that  the  existence  of  these  kinks 
was  proved  by  operations.     (Fig.  6.) 

The  Large  Intestine. — From  its  size  and  situation  the 
large  bowel  readily  lends  itself  to  .r-ray  examination.  It 
is  at  once  recognised  by  being  segmented. 

The  cfpcum  lies  in  front  of  the  right  ilac  bone,  but  it 
is   frequently   dropped   into  the   pelvis.      In  these   latter 
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Fig.    6. 

D..J.F.  Duodeno-jejuaal  flexure. 
D.  Duodeaum. 
U.  timbilicus. 
C.  Coecuiu. 
S.I.  Small  intestine. 
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Fig.    7. 

HF.  Hepatic  flexure. 
SF.  Splenic  flexure. 

C.  Caecum. 

A.  Ascending  colon. 

D.  Descending  colon. 
TT.  Transverse  colon. 
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and  flaccid.  The  appendix  can  be  outlined  also,  but  its 
shadow  may  be  super-imposed  on  that  of  the  ceecum, 
which  latter  must  be  pressed  upwards  before  it  comes  into 
view.  The  hepatic  flexure  extends  upward  to  the  margin 
of  the  right  costal  arch.  The  transverse  colon  crosses  the 
abdomen  at  the  level  of  the  anterior  iliac  spines,  and  the 
splenic  flexure  is  situate  just  beneath  the  left  lower  ribs. 
The  descending  colon  drops  vertically  to  the  sigmoid  and 
rectum.  The  transverse  colon  is  often  elongated  and 
ptosed,  and  in  its  first  part  it  may  descend  abruptly  and 
be  fixed  to  the  ascending  colon  by  adhesions  or  a  Jackson's 
membrane.  In  these  cases  the  appearance  of  the  large 
bowel  is  like  the  letter  H. 

Ptosis  of  the  large  intestine  is  frequently  met  with,  and 
I  will  show  you  photographs  where  it  is  seen  to  have 
dropped  into  the  pelvis.     (Fig.  7.) 

The  normal  time  that  the  bismuth  food  takes  to  pass 
through  the  various  parts  of  the  intestinal  tract  may  be 
stated  to  be  as  follows  : — 

Food  begins  to  pass  through — 
Pylorus,  5  to  10  minutes  after  meal. 
Stomach,  empty,  4  to  6  hours  after  meal. 
Food  enters  cfpcum,  3i  to  4  hours  after  meal. 
Small  intestine,  empty,  7  hours  after  meal. 
Ascending  colon,  full,  6  hours  after  meal. 
Splenic  flexure  reached  8  to  9  hours  after  meal. 
Rectum  can  be  seen  from  20  to  24  hours  after  meal. 
It   must   not  be   forgotten  that   the  administration   of 
purgatives  on  the  days  immediately  preceding  the  giving 
of  the  bismuth  meal  increases  the  rate  of  flow  of  the  in- 
testinal contents  for  a  day  or  two  subsequently,  and  the 
routine  administration  of  laxatives  as  a  prelude  to  the 
aj-ray  examination  of  the  intestinal  tract  is  open  to  ob- 

T.  O 
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cases  it  has  a  complete  mesentery.  It  is  often  very  large 
jection  for  this  reason.  While,  however,  the  patient 
must  not  be  suffering  from  diarrhoea  at  the  time  the  ex- 
amination is  about  to  be  made,  care  must  be  taken  that 
constipation  is  not  present. 


Dr.  Faknan  said  he  had  gone  into  the  literature,  and  was 
not  satisfied  that  the  clinical  symptoms  attributed  to  these 
kinks  were  really  due  to  them.  It  was  well  known  that  rest 
in  bed  did  improve  the  condition.  He  was  not  satisfied  that 
the  performing  of  plastic  operations  and  the  removal  of  them 
will  improve  the  condition,  nor  would  the  removal  of  the 
adhesions  improve  it. 

The  Chairman  (Sir  John  Lentaigne)  said  he  took  a  deep 
interest  in  this  subject,  and  his  opinion  largely  coincided 
with  Dr.  Farnan's.  He  was  not  satisfied  that  the  opinion 
put  forward  by  Lane  was  proved.  There  were  three 
main  schools  of  mechanical  theory  of  this  affection -i.e., 
the  English  school,  led  by  Lane,  the  Danish  and  the 
French.  All  the  schools  acknowledged  that  there  were 
cases  in  which  symptoms  similar  to  those  complained 
of  in  these  instances  are  present  without  evidence  of 
stasis,  and  that  there  may  be  some  other  cause.  The  Conti- 
nental school  say  that  most  of  the  trouble  is  due  to  putrefac- 
tive changes  in  the  intestine  and  that  the  condition  is  due 
to  intestinal  toxemia.  That  there  was  a  good  deal  of  truth 
in  this  there  was  not  the  slightest  doubt  in  his  mind. 
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SECTION   OF    SUEGERY. 

Fridaij,  October  25,  1912. 

The   President   (E.   D.    Purefoy,   P.E.C.S.)   in  the   Chair. 

The  President  said  his  first  duty  was  to  thank  the  Section 
and    the    Council    for    electing    him    Presidents      He    then 
briefly  reviewed  the  work  of  the  last  Session,  and  said  that 
a  great  many  very   important   papers   were   read,    amongst 
hem   being  a  most  important  communication  narrating   a 
^ta    result  occurring  in  a  patient  treated  with   salvarsan. 
He  thought  the  Section  should  feel  grateful  to  those  amongst 
them  for  bringing  fonvard  such  cases,  as  there  is  much  to 
be  learned  from  unsuccessful  cases.     Another  communica- 
tion dealing  with  a  congenital  dislocation  of  the  hip  was  also 
of  the  greatest  interest,  and  it  was  enhanced  by  being  illus- 
trated  by   most   excellent   radiograms.      A    complication    to 
which   attention  was  directed  during  the   Session  was   the 
complication     m    operations     for     gastro-enterostomy-/ / 
gastro-jejunal    ulcer.      This    was    a   subject    which    he   con: 
sidered  of  great  importance,  as  very  few  cases  of  the  kind 
have  been  recorded.     Several  cases  of  advanced  tubercular 
:sease  m  which   dioradin    was   tried    with  an  encouraging 
degree    of    success    were    also   communicated,  and    various 
other  subjects  of  extreme  interest  were  discussed.     Con tnu 
>ng   he  said  that  physicians  and  surgeons  of  this  SchooTha.e 
ntered   into  a  splendid   heritage  of  traditions   and   reputl 
bions-an  inheritance  which  was  not  built  up  without  hard 
.ork    devotion  to  their  hospitals,  and  students  who  stud'd 
n  them.     He  thought  it  would   be  admitted  that  suchf 
rentage  would  su&r,  and  could  not  be  handed  down  to  their 
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successors  if  they  did  not  pursue  the  same  means.  The 
attendance  which  he  saw  at  the  meeting  was  very  encourag- 
ing, and  was  a  hopeful  augury  for  the  success  of  the  present 
Session. 

Case  of  Cerebellar  Tumour  treated  by  Dccomp'ression. 
Mr     a     a.   McConnell    described    a    case   of    cerebellar 
tumour    for    which    Cushing's    sub-tentorial    decompression 
operation  had  been  performed.     See  page  95,  ante. 

Hedonal  as  an  AncBsthctic. 
Mr.   H.    de  L.  Crawford   reported  and   analysed   thirty 
cases  of  hedonal  anaesthesia.     See  page  102,  ante. 


Friday,   Noxiember  29,    1912. 

Mr.    a.    Blayney    in    the    Chair. 

Radical   Operation  for   Malignant   Disease    of  the    Testicle. 

Mr.  Seton  Pringle  read  a  paper  on  "  Eadical  Operation 

for  Malignant  Disease  of  the  Testis."     See  page  114,  ante. 

A  Year's  Experience  of  Dioradin  in  Surgical  Tuberculosis. 
Mr.  E.  Atkinson  Stoney  read  a  paper  in  which  he  gave 
the  results  of  another  series  of  cases  of  surgical  tubercu- 
losis treated  by  injections  of  dioradin.     See  page  123,  ante. 


Clinical  Meeting  of  the  Section,  held  on  Friday,  January  10, 

1913. 

The  President  in  the  Chair. 

Three  Cases  of  Tubercular  Disease  of  the  Lower  End  of  the 
pg^ur— X-ray     Photogmphs      and      Specimens      after 
Operation,  illustrating  some  general  principles. 
Mr   W.  I.  de  C.  Wheeler  exhibited  three  cases  of  tuber- 
culosis of  the  lower  end  of  the  femur  in  children,  illustrating 
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recent   pathological    and    auatomical    work   on    the    subject. 
See  page  137,  ante. 

*  Scapular   Crepitations. 

Mr.  W.  Pearson  showed  a  child,  aged  seven,  who  first  came 
to  him  about  two  3'ears  ago  for  creaking  in  the  shoulders. 
The  condition  was  first  noticed  after  an  attack  of  measles. 
He  could  ascertain  no  satisfactory  explanation  for  the  con- 
dition. Symmetrical  crepitations  were  to  be  found  on 
moving  the  scapula.  X-rays  showed  nothing  to  account  for 
this.  Massage  and  fibrolysin  injections  were  tried,  but 
there  was  no  apparent  change  in  the  condition.  The  crack- 
ling was  quite  audible.  He  suggested  that  there  might  be 
cartilaginous  formation  or  exostoses,  which  might  be  so 
small  as  not  to  be  shown  by  a:;-ray.  He  thought  there  was 
nothing  in  the  muscles  to  account  for  the  peculiarity,  and 
there  was  certainly  nothing  in  the  joint. 

Case    of  Abdominal   Aneurysm   cured    by    Operation,    ivith 

Photographs  and  X-rays. 
Mr.  K.  Charles  B.  Maunsell  showed  a  female,  aged 
thirty  years,  upon  whom  he  had  operated  on  August  3rd, 
1912,  for  cure  of  a  large  aneurysm  of  the  abdominal  aorta 
in  the  region  of  the  coeliac  axis.  Before  operation  the 
aneurysm  had  a  diameter  of  over  seven  inches,  pulsated  vio- 
lently, and  caused  so  much  pain  that  the  patient  had  to  be 
given  frequent  injections  of  morphine.  There  was  a  regur- 
gitant bruit  heard  over  the  mitral  area  and  a  loud,  harsh, 
systolic  bruit  all  over  the  epigastric  swelling  and  over  the 
aorta  below  it.  At  operation  the  wall  of  the  aneurysm  was 
thin  and  extremely  tense.  The  operation  consisted  in 
abdominal  section  and  the  insertion  of  a  Colt's  wire  wisp 
which  measured  five  inches  and  contained  one  hundred  and 
fifty  inches  of  wire  having  a  surface  area  of  three  and  a  half 
square  inches.  On  the  eighth  day  after  operation  she  was 
allowed  fish,  &c.,  and  on  the  eighteenth  day  she  was 
allowed  to  sit  in  a  chair,  but  she  did  not  leave  hospital  until 
November  5th — i.e.,  three  months  after  operation — as  she 
would  have  had  to  work  for  her  living  as  soon  as   discharged. 
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Her  present  condition  is  excellent;  she  is  free  from  pain, 
and  is  able  to  do  ordinary  work,  including  the  scrubbing  of 
floors.  There  is  a  firm,  hard  mass  of  about  three  or  four 
inches'  diameter  to  be  felt  in  the  epigastrium  which  pul- 
sates with  pulsations  transmitted  from  the  aorta,  but  ex- 
hibits no  distensile  pulsation.  There  is  a  mitral  bruit  to  be 
heard  over  the  heart,  but  the  loud  bruit  over  the  aneurysm 
has  disappeared.  X-ray  examinations  do  not  show  any  dis- 
tensile pulsation. 

Child  ivith  Wehbed  Fingers  and  Toes. 
Mr.  J.  Boyd  Barrett  showed  a  child  with  webbed  fingers 
and  toes  on  each  foot.  The  interesting  point  in  the  case  was 
the  symmetry.  There  were  six  toes  on  each  foot.  It  was  not 
proposed  to  do  anything  more  than  remove  the  outer  toe. 
The  hand,  however,  appeared  to  offer  great  possibility  for 
improvement.  In  these  cases  it  was  usual  to  postpone  the 
treatment  until  the  fifth  or  sixth  year,  which  was,  he 
thought,  a  mistake.  In  the  present  case,  where  two  of  the 
fingers  were  adherent,  there  would  be  interference  with  the 
growth.  The  operation  proposed  for  the  fingers  was  Didot's 
and  in  the  parts  that  were  not  covered  he  intended  to  do 
skin-grafting.  He  referred  to  the  difficulty  of  keeping  the 
graft  on  in  the  case  of  such  a  small  child,  and  pointed  out 
that  a  Httle  silk  round  the  finger  had  proved  very  helpful  in 
such  cases. 

Mr.  Maunsell  said  that  recently  he  had  two  cases — one 
following  bums — where  the  fingers  were  fused  together. 
The  second  case  was  one  in  which  there  were  extra  digits 
both  on  the  hands  and  feet.  He  kept  the  patient  in 
hospital  for  a  long  time,  and  removed  the  extra  digits  and 
separated  the  fingers.  His  experience  was  that  Didot's 
operation  was  not  needed  at  all,  as  nothing  was  gained  by 
it.  He  would  advise  not  doing  too  many  fingers  at  once, 
and  having  drawn  them  apart  as  much  as  possible  and 
cutting  out  a  little  of  the  fat  the  skin  can  be  brought  together 
perfectly.  His  method  of  grafting  was  to  stitch  the  edges. 
The  child  on  which  he  had  operated  was  now  absolutely 
normal,  and  one  could  hardly  notice  that  there  was  ever 
anything  wrong. 
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Fridaij,  February  21,  1913. 

The  President  in  the  Chair. 

NepJirectomy. 
Mr.  C.  Arthur  Ball  read  a  paper  on  the  above  subject, 
ilhistrating  his  remarks  with  lantern  shdes.     See  page  145, 
a)ite. 

The  Location  of  Pus  in  the  Hand  (illustrated  by  specimens 
and   lantern  slides). 
Mr.  a.  a.  McConnell  read  a  paper  on  the  above  subject. 
See  page  156,  ante. 


Friday,  March  28,  1913. 
The  President  in  the  Chair. 

Acute  Labyrintliitis. 
Mr.  Egbert  H.  Woods  showed  a  case  of  this  condition  with 
the  following  history.    H.  W.,  aged  twenty-three,  a  fireman  in 
the  Navy,  was  admitted  to  Monkstown  Hospital  on  the  4th 
of  March,  1913,  suffering  from  pain  in  the  left  ear,  vertigo, 
and  deafness.    He  had  no  fever  while  in  hospital.    Two  days 
after  admission   a   sero-purulent   discharge   appeared. in  the 
left  external  meatus  and  lasted  for  two  days.     On  Monday, 
March  10th,  he  was  transferred  to  Sir  Patrick  Dun's  Hos- 
pital.     He   said   that  six   years   ago   he   had   had   a  similar 
attack  on  the  right  side,  from  which  he  recovered,  with  com- 
plete loss  of  hearing  on  that  side.     There  was  slight  fulness 
under  the  sterno-mastoid  on  the  left  side.     The  membrane 
was  slightly  inflamed.     No  pus  was  recognisable.     He  was 
so  deaf  that  he  was   unable   to  hear  questions  even  when 
shouted  into  his  left  ear.    The  deafness  on  the  right  side  was 
absolute.      There    was    slight    spontaneous    nystagmus    and 
nystagmus  after  turning  of  small  amplitude,  lasting  fifteen 
seconds,  both  to  the  left  and  right  side.    The  tuning  fork  was 
just    recognisable    on    the    left    mastoid.       Schwabach    was 
greatly    shortened.      His   teeth   are    slightly    jagged    at   the 
edges,  the  central  upper  incisors  are  slightly  notched.     Blood 
was  removed  for  Wassermann,  and  reported  a  doubtful  posi- 
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tive.  The  following  day  salvarsan  was  given  intravenously, 
and  mercury  and  iodide  of  potassium  were  prescribed. 
Hearing  is  gradually  returning  in  the  left  ear.  He  can  now 
hear  conversation  three  feet  away  on  the  left  side,  but  the 
deafness  on  the  right  remains  absolute. 

Central  Dislocation  of  Hip. 
Mr.  W.  I.  DE  CouRCY  Wheeler  showed  a  patient  with  a 
central  dislocation  of  the  hip,  illustrating  his  remarks  with 
skiagrams.  The  interest  of  the  case  lay  in  the  rarity  of  the 
condition  and  the  good  functional  result  obtained  by  leaving 
the  dislocation  unreduced. 

Two  Cases  of  Subglottic  Tumour. 
Mr.  Egbert  H.  Woods  read  a  paper  on  the  above  subject. 
See  page  164,  ante. 

Intra-trachcal  Insufflation  of  Ether — a  Report  of  Cases  and 
Demonstration    of    Apparatus. 
iNlR.   H.    DE    L.    Crawford   read    a    paper    on    the   intra- 
tracheal    insufflation     of     ether,     and     demonstrated     his 
apparatus.      See  page   168,  ante. 


Friday,   May  9,   1913. 

The  President  in  the  Chair. 

Pole   Ligation  for  Hyperthyroidism    (with  lantern  slides). 
Mr.   W.  Pearson  read  a  paper  on  the  above.     See  page 
177,  ante. 

Intestinal  Angulations  and  Kinhs  Associated  icitli  Stasis. 
Mr.  W.  I.  DE  Courcy  Wheeler  read  a  paper  on  the 
various  abdominal  angulations  and  kinks  associated  with 
the  term  intestinal  stasis.  He  based  his  conclusions  on  a 
study  of  twenty  recent  abdominal  cases,  and  illustrated  his 
remarks  with  lantern  slides.      See  page  190,  ante. 

X-ray  Diagnosis   of  Abnormalities   of  the    Intestinal   Tract. 
Dr.  Maurice  Hayes  read  a  paper  on  the  above,  illustrat- 
ing it  with  lantern  slides.      See  page  199,  ayite. 
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CASE  OF  TUBAL  PEEGNANCY  ATTENDED 
WITH  SERIOUS  SYMPTOMS  WITHOUT  RUP- 
TURE. 

By  RICHAED  D.  PUREFOY,  P.E.C.S.I.; 

Ex- Master  Rotunda  Hospital. 
[Read  in  the  Section  of  Obstetrics,  November  8,  1912.] 

Notwithstanding  the  large  additions  made  in  late  years 
to  our  knowledge  of  the  history,  cause,  and  treatment  of 
extra-uterine  pregnancy  in  different  stages  of  develop- 
ment, it  will  be  admitted  that  cases  are  still  met  with  in 
which  a  correct  diagnosis  is  difficult,  and  sometimes  im- 
possible, till  the  time  of  operation.  Through  the  kind- 
ness of  my  friend  Dr.  Macnamara,  of  Kilmallock,  I  am 
enabled  to  bring  before  you  the  history  of  a  case  illustrat- 
ing some  of  these  points. 

A  healthy  young  woman,  aged  thirty-five  years,  was 
married  in  February,  and  menstruated  regularly  for  three 
months.  The  intermenstrual  periods  were  then 
shortened  by  two  or  three  days.  In  September,  after 
an  interval  of  five  weeks,  she  experienced  severe  pains 
and  passed  fluid  and  clotted  blood  per  vaginam  for  a 
few  days.  Subsequently  much  internal  soreness  was  felt, 
especially  when  being  driven  or  "jolted"  in  any  way. 
About  three  weeks  later  another  attack  of  severe  pain 
occurred,  also  attended  with  slight  bleeding,  and  at  the 
same  time  micturition  became  frequent  and  was  attended 
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with  difficulty.  On  making  a  vaginal  examination  at  this 
time  the  uterus  was  found  driven  downwards  and  for- 
wards against  the  symphysis,  and  Douglas's  space  was 
occupied  by  a  soft  and  exquisitely  tender  tumour.  The 
pulse  and  temf)erature  were  normal,  but  the  patient's 
appearance  indicated  a  marked  degree  of  ana3mia. 
Absolute  rest  in  bed  was  prescribed,  and  a  mixture  con- 
taining iron  and  chloride  of  calcium  with  small  doses 
of  morphine.  Under  this  treatment  steady  improvement 
and  relief  to  all  the  symptoms  ensued,  the  only  remain- 
ing sign  of  the  illness,  so  far  as  the  patient  knew,  being 
a  brownish  discharge,  which  persisted  for  several  weeks. 

Early  in  December  the  patient  came  under  my  care. 
At  this  time  the  physical  signs  w^ere  much  as  already 
described,  and  the  state  of  general  health  was  good. 
The  brownish  discharge  still  persisted,  and  a  globular 
swelling,  adherent  to  the  surrounding  structures,  occu- 
pied Douglas's  space.  I  advised  an  operation  for  the  re- 
moval of  the  swelling,  and  this  was  carried  out  a  few 
days  later.  To  my  surprise,  1  found  that  the  tube,  dis- 
tended with  blood  but  still  unruptured,  formed  the 
tumour  in  the  pelvis,  and  when  the  adhesions  were 
broken  down  its  removal  was  easily  effected,  and  was 
followed  by  an  easy  and  satisfactory  convalescence. 

In  this  instance  the  history  and  physical  signs  strongly 
suggest  an  extra-uterine  pregnancy,  in  the  course  of 
which  rupture  of  the  tube  took  ]ilace,  attended  with 
serious  loss  of  blood.  On  examination  of  the  specimen 
no  rupture  can  be  detected,  so  that  we  must  conclude 
the  severe  pain  was  due  to  distention  and  stretching  of 
the  tube  by  blood.  Further,  Dr.  Eowlette's  report  in- 
formed us  that  repeated  examination  of  sections  taken 
from  the  specimen  had  not  enabled  him  to  detect  any 
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Uniiuptuhkd  Fallopian  Tube  filled  with  Blood. 
(«)  Uterine  end  of  tube. 

(h)  Bare  area  of  dissection  from  broad  ligament, 
(c)  Abdominal  ostium  infolded. 
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trace  of  foetal  structures.  Does  this  fact  compel  us  to 
give  up  the  theory  of  tubal  pregnancy?  I  believe  not. 
If  an  early  embryo  can  be  absorbed — and  pathologists 
admit  this — surely  the  same  fate  may  overtake  chorionic 
vilh. 

In  considering  this  question  it  may  be  of  some  interest 
to  notice  some  other  conditions  attended  with  extrava- 
sation of  blood  in  the  Fallopian  tubes.  Simple  inflam- 
mation of  the  oviduct  may  be  attended  with  small 
haemorrhages  which  distend  the  inflamed  walls,  and 
which  easily  undergo  absorption.  Torsion  of  the  tube, 
either  alone  or  with  a  similar  condition  of  the  ovary, 
and,  in  rare  cases,  of  the  uterus,  is  generally  marked  by 
htemorrhage  into  its  lumen,  and  the  distention  of  the 
tubes  which  accompanies  hgematocolpos  and  hccmato- 
metra  constitutes  one  of  the  greatest  dangers  in  this  con- 
dition. The  opinion  has  long  been  held  that  a  pyo- 
salpinx  which  has  caused  much  dilatation  and  thickening 
of  the  tube  walls  may  in  a  later  stage  of  its  history 
become  converted  into  a  hsematosalpinx.  This  change  is 
sometimes  made  directly ;  sometimes  there  is  an  inter- 
mediate stage  of  hydrosalpinx.  The  hsemorrhagic  metro- 
salpingitis which  sometimes  accompanies  the  development 
of  fibromata  not  infrequently  ends  in  the  formation  of 
hsematosalpinx. 

Another  form  of  blood  accumulation — and  one 
especially  dangerous — is  that  which  results  from  atresia 
or  closure  of  the  uterus,  vagina,  or  vulva,  thus  causing 
retention  of  the  menstrual  fluid.  The  Fallopian  tubes 
in  these  cases  commonly  undergo  extreme  dilatation,  and 
are  liable  to  bursting  or  perforation.  In  other  cases  the 
obstruction  takes  place  at  the  ostium  uterinum.  When 
this  occurs  it  does  not  follow  that  the  tubes  will  give 
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up  their  part  in  the  function  of  menstruation ;  blood  will 
be  poured  out  into  the  tubes,  and  if  it  does  not  escape  by 
the  ostium  abdominale  it  must  accumulate  as  tubal 
retention.  When  we  look  at  the  contorted  shape  of  the 
tube  it  is  not  difficult  to  conceive  how  easily,  under  dis- 
tention of  one  part  of  the  tube,  further  contortion,  produc- 
ing angular  flexion,  may  occur,  so  as  to  shut  in  the  con- 
tents. This  closure  is  likely  to  be  attended  with  in- 
flammation of  the  tube  and  peritoneal  investment,  and 
sometimes  by  transudation  through  the  walls  of  the  tube, 
under  the  combined  pressure  of  the  accumulation  and 
the  excited  contractile  efforts  of  the  tubal  walls.  Such 
retention  may,  however,  terminate  in  another  way— the 
watery  part  of  the  contained  fluid  may  be  absorbed,  and 
the  tube,  not  recovering  its  pristine  form,  may  assume 
the  condition  of  a  cyst. 

There  is  a  good  illustration  of  cystiform  dilatation  c;f 
both  tubes  from  tubal  menstrual  retention  in  the 
"  Obstetrical  Transactions,"  Vol.  VIII.,  described  by 
Dr.  Meadows.  The  patient  had  had  fifteen  pregnancies, 
but  only  one  had  gone  on  to  term.  Menstruation  had 
generally  been  profuse,  and  latterly  became  clotty  and 
painful.  She  died  of  extensive  peritoneal  inflammation, 
involving  the  uterus  and  tubes.  These  presented  cysti- 
form dilatations.  No  communication  was  found  between 
those  dilatations  and  the  fimbriated  extremities,  and  on 
the  left  side  the  ostium  uterinum  was  quite  closed.  The 
dilatations  were  all  filled  with  a  dark,  thick,  and  griunous 
fluid  of  a  prune-juice  colour.  This  resembles  the  retained 
menstrual  fluid,  and  was,  no  doubt,  of  a  like  origin. 
Wagner  also,  in  the  Monatschrift  fur  Gehurtskunde, 
1869,  describes  a  ha?matoma  of  the  Fallopian  tube  asso- 
ciated with  an  old  blood  mass  in  the  pelvis  found  after 
death.     The  tube  was  dilated  only  at  the   seat  of  the 
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hrcmatoma,    and    there    was    nothing    abnormal    in    the 
uterus  or  ovary. 

Nearly  sixty  years  ago  Scanzoni  wrote: — "It  would 
appear  that  haemorrhages  are  not  very  rare  when  the 
menstrual  congestion  is  extreme  ;  at  least  we  bear  in  mind 
three  autopsies  of  women  dying  during  menstruation,  in 
whom  was  found,  in  one  or  both  tubes,  coagulated  blood 
in  small  quantity.  We  ought  also  to  mention  here  a  case 
of  a  girl,  twenty-two  years  of  age,  who  died  immediately 
after  the  appearance  of  the  courses,  with  all  the  symptoms 
of  a  very  intense  peritonitis,  and  with  whom,  at  the 
autopsy,  no  other  possible  cause  of  death  was  found  but 
a  hremorrhage  in  the  left  tube,  which  was  very  distended. 
When  opened  it  was  found  to  contain  two  ounces  of  semi- 
fluid blood  which  communicated  by  the  abdominal  orifice 
with  a  sanguineous  effusion  of  about  sixteen  ounces 
situated  in  the  pelvic  cavity." 

Rokitansky,  in  his  "Pathological  Anatomy,"  describes 
similar  cases  also  ending  fatally. 

Regarding  the  presence  of  blood  in  the  Fallopian 
tubes  in  cases  of  uterine  pregnancy,  Scanzoni  writes  : — 
"We  will  not  discuss  the  justice  of  the  opinion  of  M. 
Hoffmann,  who  affirms  that  after  an  abortion,  or  even  a 
delivery  at  term,  blood  accumulated  m  the  uterus  may 
flow  back  into  the  tubes  in  consequence  of  the  anti- 
peristaltic contractions  of  the  uterus.  We  rather  think 
that  the  cause  of  these  hs'morrhages  is  the  rupture  during 
parturition  of  one  of  the  vessels  of  the  tube  itself.  On 
one  occasion  we  found  in  the  right  tube  of  a  woman,  who 
died  of  puerperal  peritonitis,  an  effusion  of  blood  evi- 
dently proceeding  from  the  rupture  of  a  vein  situated  in 
the  thickness  of  the  wall  of  the  organ."  Godelle  relates  a 
similar  case. 

Routh  reports  a  case  where  the  appendages  were  re- 
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moved  for  recurrent  mammary  cancer  in  a  woman  two 
and  a  half  months  pregnant  :  one  tube  contained  blood. 

Keyworth  records  a  fatal  case  of  accidental  hfpmor- 
rhage,  in  which,  at  the  autopsy,  effusion  of  blood  was 
found  in  the  walls  of  both  tubes. 

Simple  inflammation  of  the  oviduct  may  be  attended 
with  small  haemorrhages,  which  distend  the  inflamed 
walls,  and  which  easily  undergo  absorption.  Especially 
is  this  likely  to  occur  in  the  condition  termed  acute 
hemorrhagic  salpingitis,  and  also  pachysalpingitis  haemor- 
rhagica.  The  hnomorrhagic  metrosalpingitis,  which  so 
often  accompanies  the  development  of  uterine  fibroids, 
not  infrequently  ends  in  the  formation  of  hfrmatosalpinx. 

Dr.  Watson,  writing  in  the  An  strain  si  an  Medical 
Gazette,  1910,  describes  two  forms  of  a  condition  of 
the  tubes  termed  sactosalpinx  hnsmorrhagica.  "  The 
commoner  is  produced  as  the  result  of  a  mild  inflamma- 
tory process  which  occludes  the  ostium  of  the  tube  and 
allows  of  the  retention  of  the  secretion.  As  a  result  the 
tube  becomes  dilated  and  thinned,  and  contains  dark, 
reddish-brown  fluid.  The  second  variety  is  produced  by 
torsion,  and  the  blood  is  found  in  the  walls  and  vessels 
and  not  in  the  lumen."  The  accuracy  of  this  latter  state- 
ment I  am  strongly  disposed  to  question,  and  it  is  not  in 
accordance  with  what  most  writers  on  the  subject  state. 

The  effects  of  torsion  on  the  tube  depend  largely  on  its 
condition  at  the  time  of  the  occurrence.  If  it  be  tolerably 
healthy  intense  congestion  may  be  the  result,  extravasa- 
tion affecting  the  walls  only.  If  it  be  already  cystic,  con- 
taining either  serum  or  pus,  torsion  may,  though  not  in- 
variably, be  followed  by  bleeding  into  its  cavity. 

Pozzi's  remarks  on  the  subject  generally  are  well 
worth   quoting.     He  says  :— "  Hn?matocele  of  the  tube, 
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or  true  hsematosalpinx,  means  at  the  same  time  profound 
changes  in  the  walls  of  the  tube,  which  have  definitely 
assumed  a  cystic  conformation  as  well  as  a  modification 
of  the  blood  such  as  occurs  in  hsematocele.  In  a  word,  it 
is  a  stable  lesion  and  not  a  transitory  pathological  con- 
dition, as  is  simple  extravasation  of  blood  in  an  inflamed 
organ." 

Two  chief  varieties  of  hsematosalpinx  may  be 
described.  The  first,  and  more  common,  is  apoplexy  of 
the  tube,  which  may  incidentally  supervene  in  the  course 
of  a  catarrhal  inflammation;  or,  in  the  course  of  a  men- 
struation, upset  by  a  change  in  regime,  by  excessive 
fatigue,  or  by  a  chill.  The  second  variety— the  only  one 
that  possesses  a  definite  anatomical  personality — is 
characterised  especially  by  the  presence  of  a  sac  similar 
to  that  of  pyosalpinx.  That  this  sac  may  come  into 
existence  there  must  be  admitted,  I  think,  either  a  tubal 
pregnancy,  arrested  in  its  development,  or,  again,  a  pre- 
ceding pyosalpinx,  which  has  obliterated  the  fimbriated 
extremity  and  thickened  the  walls  in  proportion  .to  their 
dilatation ;  haemorrhage  then  supervening  into  a  patho- 
logical cavity,  the  walls  of  which  are  incapable  of  absorb- 
ing, becomes  in  consequence  definitive.  Sometimes  this 
change  from  pyo-  into  hopmato-salpinx  is  made  directly. 
Sometimes  there  is  an  intermediate  stage  of  hydrosalpinx , 
and  in  these  cases  the  liquid  contents  are  clearest  and 
the  walls  thinnest. 

My  friend  Miss  Macllroy  has  contributed  an  important 
paper  on  this  subject  to  the  Journal  of  Obstetrics  and 
GyncBcology  for  December,  1910.  It  contains  copious 
references  to  the  literature  of  the  subject,  which  has 
become  considerable,  and  also  furnishes  interesting  details 
of  the  microscopic  examination  of  the  specimen  she  re- 
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ports.  Her  theory  that  fibrosis,  as  found  in  the  uterus 
and  a  cause  of  uterine  bleeding,  may  also  be  found  affect- 
ing the  oviduct  is  ingenious,  if  not  probable,  and  she 
differs  from  Pozzi  in  the  view  that  ha-matosalpinx  is  more 
apt  to  precede  than  to  follow  hydrosalpinx  and  pyo- 
salpinx. 

Miss  Macllroy  hazards  the  ingenious  conjecture  that  as 
' '  in  fibrosis  of  the  uterus  ha-morrhage  is  a  common 
symptom,  a  similar  condition  is,  therefore,  likely  to  be 
found  in  the  tubes." 


Dr.  Gibbon  FitzGibbon  said  that  at  a  first  glance  on  re- 
moving a  tumour  of  the  sort,  one  would  be  justified  in 
suggesting  tubal  pregnancy,  but  in  the  face  of  the  micro- 
scopic report  it  was  difficult  to  be  satisfied.  He  did  not  know 
whether  there  was  anything  in  the  case  to  suggest  that  the 
tube  had  discharged  the  pregnancy  and  the  haematoma  had 
formed  then  in  the  tube. 

Dr.  Eowlette  said  that  his  examination  of  the  specimen, 
as  far  as  proving  tubal  pregnancy  was  concerned,  was  nega- 
tive. On  the  other  hand  he  did  not  know  that  the  absence 
of  anatomical  evidence  was  a  disproof.  The  specimen 
showed  a  concentrated  effusion  of  blood  as  if  the  bleeding 
were  at  a  definite  point.  He  thought  the  diagnosis  must  rest 
on  the  history  rather  than  on  the  examination  of  the 
specimen. 

Dr.  Tweedy  said  he  thought  the  President  in  his  interest- 
ing paper  had  exhausted  the  subject  of  haemorrhage  of  the 
tube.  He  (Dr.  Purefoy)  had  shown  that  haemorrhage  could 
arise  without  tubal  pregnancy.  He  thought  this  fact  was 
often  forgotten.  He  considered  that  it  was  a  pity  to  bring 
forward  ancient  authorities  when  dealing  with  a  matter  of 
this  kind,  for  he  believed  many  of  the  cases  cited  by  Dr. 
Purefoy  were  obviously  tubal  pregnancies. 

Dr.  Spencer  Sheill  said  that  in  order  to  glean  a  little 
further  information  he  would  Hke  to  know  if  the  patient 
suffered  from  any  of  the  subjective  symptoms  of  pregnancy, 
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and  if,  during  the  operation,  the  ovaries  showed  any  change 
that  might  support  the  idea  of  tubal  pregnancy. 

Dr.  Purefoy,  in  replying,  said  that  when  the  patient  came 
to  him  her  account  and  the  account  of  the  case  sent  by  the 
physician,  together  with  the  physical  signs,  led  him  to  con- 
clude that  it  was  a  case  of  ruptured  tubal  pregnancy,  and  he 
was  surprised  to  find  that  the  tube  was  not  twisted  or  rup- 
tured. He  could  not,  therefore,  accept  the  theory  of  torsion 
being  the  cause  of  the  heematosalpinx.  He  was  sorry  to  say 
that  he  did  not  inquire  if  any  of  the  subjective  symptoms 
accompanying  pregnancy  had  been  experienced.  He  would 
remember  to  examine  the  ovaries  should  he  meet  with 
another  case  of  the  kind.  He  could  not  agree  with  Dr. 
Tweedy  that  some  of  the  cases  quoted  in  his  paper  were 
tubal  pregnancies. 
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FEMALE  STEEILITY  AS  A  SALIENT  FEATUEE 
OF  GENEKAL  TUBEKCULOSIS  OF  THE  PERI- 
TONEUM. 

By  E.  HASTINGS  TWEEDY,  F.E.C.P.I. ; 

GynjBCologist  to  Dr.  Steevens'  Hospital ; 
Late  Master  of  the  Kotuuda  Hospital,  Dublin. 

[Read  in  the  Section  of   Obstetrics,  November  8,  1912.] 

It  has  been  laid  down  in  an  English  court  of  law  that 
sterility  is  not  a  disease,  and  it  is  no  doubt  presumptuous 
on  my  part  to  question  the  truth  of  such  a  finding. 

I  cannot,  however,  subscribe  to  such  a  dictum,  for  to 
me  sterility  has  always  presented  itself  as  a  very  serious 
disease.  It  is  often  the  most  important,  and  at  times  the 
only,  indication  of  grave  abdominal  disorder.  The  follow- 
ing case,  which  is  at  present  under  my  observation,  bears 
this  out  : — 

Case.— Mrs.  E.,  aged  thirty-five,  has  been  married  three 
years  and  is  sterile.  In  October,  1910,  she  was  curetted  by 
a  gynaecologist  in  this  city  without  effect.  In  INIay,  1912, 
she  came  under  my  care,  and  save  for  an  elongated  cervix, 
I  could  find  no  abnormality.  I  again  curetted,  and  per- 
formed a  Dudley's  posterior  division.  In  October  she  wrote 
to  me  to  say  that  she  had  not  become  pregnant,  and  had 
menstruated  on  one  or  two  occasions  heavily.  She  again 
consulted  me  last  May,  and  I  still  could  not  find  any  pal- 
pable disease.  Her  condition  of  sterility  greatly  troubled 
her,  and  at  this  interview  she  mentioned  that  she  had 
suffered  eight  years  ago  from  glands  in  the  neck  and  per- 
sistent cough,  which  had  lasted  for  one  year.  There  were  no 
lung  complications  that  I  could  discover,  but  bearing  in 
mind  the  possibility  of  tuberculous  salpingitis,  I  suggested 
that   the   cause  of   her   sterility  might   be  found   in   sealed 
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Fallopian  tubes,  and  that  this  condition  could  not  be 
diagnosed  or  the  cure  attempted  without  the  performance  of 
an  abdominal  section. 

Early  in  October  she  wrote  to  inform  me  that  she  had 
determined  to  undergo  this  operation,  and  on  October  24th 
I  opened  her  abdomen  in  Steevens'  Hospital.  On  the  pre- 
vious day  I  made  out  an  ill-defined  resistance  on  the  right 
side  of  the  uterus,  and  informed  the  students  that,  in  spite 
of  the  absence  of  characteristic  signs  of  disease,  I  thought 
it  more  than  likely  I  would  meet  with  the  condition  of 
salpingitis.  I  was,  however,  utterly  unprepared  for  the 
extensive  disease  which  I  encountered. 

The  uterus  lay  in  anteflexion  and  was  quite  mobile,  though 
it  was  attached  to  the  intestines  on  its  lower  and  cervical 
portion  by  numerous  adhesions.  The  right  tube  contained 
semi-purulent  fluid,  was  considerably  thicker  than  the 
thumb,  was  stretched  out  to  more  than  twice  its  normal 
length,  and  had  its  fimbriated  end  dipped  deeply  into  the 
pelvis  and  firmly  attached  to  the  rectum.  It  and  the  ovary 
at  the  same  side  were  enveloped  in  fii-m  adhesions,  connected 
in  chief  part  with  the  small  intestines.  At  each  extremity  of 
the  tube  there  was  a  prominent  and  bulging  mass  of  caseat- 
ing  material  showing  yellow  beneath  the  peritoneum.  The 
other  tube,  though  not  so  severely  diseased,  was  filled  with 
caseous  debris  for  three-fourths  of  its  extent,  and  the  corre- 
sponding ovary  was  hard,  cin'hotic,  and  apparently  not 
functioning.  In  addition,  the  whole  peritoneum,  both 
parietal  and  visceral,  was  thickly  studded  with  miliai'y 
tubercles.     There  was  no  ascitic  fluid. 

The  removal  of  the  right  tube  was  a  matter  of  great  diffi- 
culty. Adhesions  would  not  break,  and  had  bit  by  bit  to  be 
severed  with  scissors.  Whilst  doing  this  I  obtained  great 
assistance  from  the  use  of  long  scissors  and  forceps  and  the 
employment  of  the  reflector,  which  I  show.  Passing  of  a 
stout  suture  through  the  fundus  of  the  uterus,  so  as  to  pull 
that  organ  up  and  fix  it,  rendered  a  difficult  task  possible. 
Such  sutures  cause  little  bleeding,  and  inflict  much  less 
injury  on  the  uterus  than  a  pair  of  bullet  forceps  or  a  vol- 
sella.  The  tube  had  penetrated  the  rectum  down  to  its 
mucous  lining.     Its  removal  left  a  punched-out  cavity  in  the 
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rectum,  which  was  closed  with  catgut.  The  other  tube  was 
also  resected,  the  cirrhotic  ovary  left  behind,  and  some  little 
oozing  which  continued  from  a  rather  extensively  denuded 
surface  was  packed  with  iodoform  gauze,  the  end  of  which 
was  brought  out  at  the  lower  angle  of  the  wound.  This 
gauze  was  left  in  for  three  days,  and  its  place  then  taken  by 
a  Kocher's  glass  tube,  which  had  only  to  remain  in  for  two 
days.  The  patient's  convalescence  has  been  uninterrupted, 
and  I  have  every  hope  that  the  progress  of  the  tuberculous 
disease  has  been  arrested.  The  gauze  served  the  purposes  of 
arresting  haemorrhage,  draining  the  abdomen,  and  isolatmg 
the  raw  and  possibly  infected  regions  from  the  general  peri- 
toneal cavity. 

In  reviewing  the  history  of  this  case,  two  points  of 
special  interest  arise.  The  first  concerns  the  limited 
utility  of  bi-manual  examination,  and  the  other  the  treat- 
ment of  sterility  in  the  absence  of  palpable  abnormalities. 
It  is  unpleasant  to  have  to  admit  that  a  gymccologist 
cannot  at  all  times  correctly  interpret  the  abnormalities 
which  he  feels,  but,  worse  still,  that  he  may  actually  fail 
to  detect  the  evidence  of  gross  disease. 

In  saying  this,  I  am  aware  that  I  lay  myself  open  to 
an  obvious  criticism — namely,  that  such  oversights  must 
properly  be  attributed  to  a  want  of  tactile  skill.  Those 
who  think  that  such  an  argument  covers  the  whole  field 
of  controversy  are  welcome  to  obtain  as  much  satisfaction 
as  they  are  able  from  its  employment.  I  can  only  urge 
that  my  errors  have  not  arisen  from  want  of  practice,  and 
that  I  have  had  greater  opportunities  of  verifying  my 
diagnosis  than  those  who,  disapproving  of  ventral  suspen- 
sion, adopt  other,  and  what  I  may  term  blind,  methods 
of  fixing  the  uterus  in  its  normal  position.  The  advocate 
of  pessary  treatment  will  naturally  have  little  opportunity 
to  check  his  diagnosis. 

Looking  at  the  specimens  and  noting  the  admissions 
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made  concerning  them,  it  would  seem  almost  inconceiv- 
able that  they  could  have  escaped  observation,  and  this 
aspect  of  the  question  constitutes  to  me  by  far  the  most 
interesting  part  of  the  case. 

Text-books  of  gynnecology  contain  much  information 
as  to  the  conditions  capable  of  diagnosis  by  bi-manual 
examination.  I  cannot  recall  any  work  in  which  a  sys- 
tematic endeavour  has  been  made  to  tabulate  the  diseases 
which  cannot  be  so  discovered.  A  few  of  these  may  be 
mentioned. 

Ovaries  are  often  enveloped  in  a  dense  or  thin  mem- 
brane, which  suffices  absolutely  to  prevent  the  escape  of 
ova,  and  yet  this  condition  gives  no  palpable  sign.  Normal 
tubes  are  so  soft,  and  approximate  so  closely  in  con- 
sistence to  that  of  the  surrounding  intestines,  that  they 
can  rarely  be  palpable.  Fallopian  tubes  can  undoubtedly 
be  felt  in  the  majority  of  women  examined,  but  these 
women  do  not  come  for  examination  unless  they  believe 
themselves  sufferers  from  pelvic  disease,  and  in  most  in- 
stances, indeed,  they  are  suffering  to  some  degree  from 
interstitial  salpingitis.  Such  inflammation  is  frequently 
found  in  connection  with  patent  Fallopian  tubes  and 
normal  functioning  ovaries,  and  many  of  these  women 
pass  through  normal  pregnancies  and  labour.  It  is  best 
for  the  gyncTcologist  to  ignore  such  slight  signs  of 
disease. 

No  difficulty  arises  in  feeling  a  tube  which  is  tense  with 
fluid,  for  if  the  fluid  contents  do  not  approach  to  its  fullest 
capacity,  and  if  at  the  same  time  the  walls  are  soft,  it  is 
not  possible  to  make  an  exact  diagnosis.  The  removal  of 
such  a  tube  from  its  normal  position  by  the  dipping  of  its 
fimbriated  end  into  Douglas'  cid-de-sac  makes  the  chance 
of  its  detection  more  unlikely,  and  particularly  is  this  so 
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if,  in  consequence  of  elongation,  it  permits  the  uterus  to 
remain  in  its  normal  position. 

Sub-i^eritoneal  myomata  may  escape  observation,  even 
though  they  attain  the  size  of  a  small  egg.  This  is  most 
likely  to  happen  in  the  very  obese,  but  if  the  myoma  is  of 
the  soft  variety,  approaching  in  consistence  to  that  of  the 
uterine  wall,  it  easily  escapes  observation.  Miliary  tuber- 
culosis without  adhesions,  and  occlusion  of  the  tubes  with- 
out distension,  cannot  be  detected. 

It  is  a  fortunate  circumstance  that  retroversion  very 
often  is  associated  with  sterility,  and  the  cure  of  the  dis- 
placement by  abdominal  section  affords  the  opportunity 
of  observing  and  rectifying  many  previously  unobserved 
abnormalities.  In  the  absence  of  retroversion,  is  it  justi- 
fiable to  open  the  abdomen  when  no  disease  has  been 
detected,  and  after  the  usual  procedures,  such  as  curettage 
and  dilatation  of  the  cervix,  have  been  given  a  fair  trial, 
I  believe  it  is,  and  that  the  cause  of  sterility  will  be  dis- 
covered thereby  in  the  majority  of  cases. 

The  question  now  arises  as  to  the  best  manner  of  deal- 
ing with  diseased  parts  when  found,  and  in  this  respect  I 
fear  our  procedure  is  at  present  crude.  The  rules  which 
I  endeavour  to  observe  may  be  simply  stated,  namely  : — 
To  remove  the  diseased  structures.  To  open  the  lumen 
of  the  tubes.  To  retain  uninjured  as  much  normal  tissue 
as  possible.  To  stop  all  oozing  of  blood.  To  bring  the 
resected  ovary  and  tube  stump  into  as  close  proximity  as 
possible,  and  to  tuck  both  away  in  a  manner  which  will 
expose  them  least  to  adhesions  with  the  intestines. 

My  former  assistant  at  the  Kotunda  Hospital,  Dr. 
Solomons,  reminds  me  that  in  one  of  my  cases  pregnancy 
iDCcurred,  notwithstanding  the  removal  of  the  fimbriated 
ends  of  both  tubes.    In  general,  however,  I  believe  that 


■  By  Dr.   E.  Hastings  Tweedy.  231 

the  fimbriated  ends  constitute  an  important  factor  in  im- 
pregnation, and  that  no  trouble  is  too  great  to  be  taken  in 
order  to  preserve  them.  It  frequently  happens  that  their 
adherent  walls  can  be  separated,  and  their  lumens  opened 
by  the  passage  of  a  probe.  The  probe  can  very  easily 
make  for  itself  a  false  passage,  and  this  accident  should  be 
guarded  against  as  far  as  possible. 

An  occluded  portion  of  tube  can  be  resected,  and  the 
parts  again  united,  by  end-to-end  anastomosis.     Such  an 
anastomosis  is  difficult  to  perform  because  of  the  narrow- 
ness of  the  tube.     It  is  best  to  secure  approximation  by 
line  catgut  sutures  passed  through  the  peritoneal  covering. 
There  is,   unfortunately,  no  guarantee  that  the  work 
will  last  and  that  adhesions  will  not  rapidly  re-form.     In 
several  instances  in  which  I  have  had  occasion  to  re-open 
the  abdomen,  I  have  been  disappointed  to  find  the  tubes 
again  sealed.    To  prevent  such  an  occurrence  I  have  more 
than  once  stitched  the  ovary  directly  into  the  tube-mouth. 
The  chance,  then,  of  permanent  cure  resolves  itself  into 
the  avoidance  of  re-formed  adhesions.     These  are- due  to 
irritation,  and  the  commonest  source  of  irritation  is  sepsis. 
The  more  perfect  the  operative  arrangements  are,  and  the 
more  gently  the  tissues  are  dealt  with,  the  less  likelihood 
there  will  be  of  adhesions  forming. 

If  the  abdomen  be  filled  with  aseptic  saline,  adhesions  are 
to  some  extent  prevented.  Sterile  oil  has  been  suggested 
for  the  same  purpose.  I  have  not  myself  used  it,  for  there 
does  not  appear  to  be  much  enthusiasm  expressed  as  to  its 
usefulness  amongst  those  who  have.  Goldbeaters'  leaf 
and  sterile  animal  membranes  have  been  advocated  as  a 
means  of  preventing  adhesions,  and  I  have  often  wondered 
if  these  substances  could  be  successfully  utihsed  by 
wrapping  them  around  the  ovaries  and  tubes,  and  so  pro- 
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curing  a  free  passage  for  the  ova.  Again,  I  have  thought 
(ihat  strands  of  catgut  left  in  the  tube  so  as  to  protrude 
through  the  fimbriated  end  might  keep  the  latter  patent, 
and  provide  a  channel  of  communication  between  it  and 
the  ovary.  Much  harm  can  be  done  by  roughly  swabbing 
the  peritoneum,  and  wipes  moistened  in  hot  saline  solu- 
tion will  do  less  injury  than  when  employed  dry. 


Sir  William  Smyly  said  that  the  paper  called  attention 
to  several  points  of  considerable  practical  importance.  The 
first  was  that  sterility  not  infrequently  depended  upon  con- 
ditions which  could  not  be  diagnosticated  by  palpation  alone, 
and  could  be  detected  only  after  the  abdomen  had  been 
opened.  Therefore,  in  cases  in  which  it  was  considered  ad- 
visable to  operate  for  the  cure  of  backward  displacements 
of  the  uterus  in  sterile  women  a  method  in  which  the 
abdominal  cavity  had  to  be  opened  would  be  preferable  to 
one  in  which  it  had  not,  and  for  that  reason  he  had  latterly 
adopted  a  modification  of  Gulliam's  method  of  shortening 
the  round  ligaments  in  preference  to  Alexander's.  The  next 
point  raised  in  this  paper  was  whether  one  would  be  justified 
in  going  even  further  and  recommending  an  abdominal 
operation  in  a  patient  who,  excepting  sterility,  had  no 
symptoms  whatever.  Under  certain  conditions  he  agreed 
with  the  author  of  the  paper  that  we  are.  As  to  uniting  the 
severed  ends  of  the  tube  after  resection,  he  feared  that  a 
stricture  would  occur. 

Dr.  Solomons  regarded  sterility  as  a  disease  inasmuch  as 
in  those  cases  where  there  was  no  definite  pathological 
lesion  there  was  often  such  a  diseased  state  of  mind  that 
the  patient  was  constitutionally  ill.  The  question  of  sterility 
appeared  to  him  a  very  difficult  one  so  far  as  treatment  was 
concerned.  According  to  statistics  collected  by  Brickner 
and  published  in  Surgery  ,  Gyncecology,  and  Obstetrics, 
November,  1911,  the  operation  of  posterior  division  of  the 
cervix  gave  only  a  27  per  cent,  cure  of  sterility.  If  curettage 
and  posterior  division  have  failed  to  cure  sterility,  and  there 
are  no  pathological  conditions  palpable,  he  asked  should  we 
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persist  in  subjecting  a  woman  to  laparotomy  for  further 
diagnosis  without  first  ascertaining  whether  the  male  was  the 
cause?  As  regards  palpation  of  the  tubes,  if  the  tubes  could 
be  felt  very  distinctly  some  disease  is  always  present. 
Eef erring  to  retroversion  and  retroflexion,  he  always  con- 
sidered that  retroversion  alone  v/ithout  retroflexion  is  always 
associated  with  tubal  disease.  He  thought  that  drainage 
with  gauze  in  tubercular  cases  was  better  carried  out  through 
the  posterior  fornix  instead  of  the  abdominal  route,  with  its 
attendant  risk  of  sinus  formation.  He  understood  Dr. 
Tweedy  to  say  that  he  had  not  much  success  with  resection 
of  the  tubes.  He  (Dr.  Solomons)  remembered  a  case  in 
which  Dr.  Tweedy  resected  both  tubes,  and  the  patient 
afterwards  became  pregnant. 

Dr.  Gibbon  FitzGibbon  said  that  in  one  case  in  his  ex- 
perience with  retroversion  of  the  uterus  the  only  symptom 
was  sterility.  He  could  not  make  out  anything  wrong,  biit 
on  doing  a  laparotomy  he  found  both  tubes  diseased  in  the 
entire  length,  and  he  decided  to  remove  them.  This,  he  con- 
sidered, bore  out  Dr.  Tweedy 's  opinion  that  for  retroversion 
the  operation  of  opening  the  abdomen  to  see  the  state  of  the 
tubes  was  desirable.  He  also  added  that  frequently  the 
tubes  are  at  fault  in  cases  of  sterility,  even  when  nothing 
very  definite  can  be  made  out.  In  another  case ,  he  had 
found  very  dense  adhesions  in  both  tubes.  The  likelihood  of 
recrudescence  of  disease  made  one  think  their  resection  was 
of  little  use.  He  thought  that  in  a  number  of  cases  the 
cause  of  sterility  was  in  the  tubes  in  the  form  of  disease  or 
occlusion. 

The  President  said  that  a  gpod  deal  had  been  heard  about 
displaced  uterus  and  the  fixing  of  same  in  a  correct  position, 
and  it  appeared  to  him  that  all  the  methods  had  advantages 
and  disadvantages,  Failure,  he  considered,  was  bound  to 
follow  if  the  round  ligament  was  shortened  and  pregnancy 
afterwards  took  place.  The  same  observation  applied  if  the 
thin  supports  obtained  failed  to  be  of  use  in  subsequent  preg- 
nancy. The  paper  opened  up  a  question  as  to  the  different 
methods  of  draining  the  abdomen;  theoretically  he  con- 
sidered the  vagina  should  be  the  correct  method.  The  use  of 
moist  sponges  and  care  in  using  them  was  of  more  import- 
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ance  than  we  have  been  accustomed  to  think,  as  the  less  the 
intestines  are  handled  the  better  for  the  patient.  He  hoped 
to  hear  Dr.  Tweedy  deahng  with  secondary  steriHty  on  some 
future  occasion.  He  considered  the  cause  of  secondary 
sterihty  of  even  more  importance  than  primary  sterihty. 

Dr.  Tweedy,  in  replying,  said  before  any  serious  operation 
was  undertaken  he  considered  the  sterility  or  otherwise  of 
the  male  should  be  ascertained.  He  only  casually  mentioned 
ventral  suspension,  but  the  discussion  on  this  operation  he 
considered  of  much  interest.  He  thought  that  any  one  would 
be  encouraged  to  open  the  abdomen  in  a  case  of  one  child 
sterility.  He  was  aware  that  sterility  was  a  symptom  of  some 
other  disease,  but  for  the  matter  of  that  so  was  club-foot,  and 
yet  all  do  not  speak  of  the  latter  as  a  mere  symptom.  End- 
to-end  anastomoses  Sir  William  Smyly  thought  might  cause 
stricture.  He  (Dr.  Tweedy)  was  not  in  a  position  to  say 
whether  this  does  or  does  not  do  so,  but  epithelium  has  great 
attraction  for  epithelium,  and  it  was  well  known  that  in 
cases  where  the  tubes  had  been  tied  pregnancy  had  followed, 
thus  showing  the  capacity  of  the  tubes  for  becoming  patent. 
He  considered  the  suggestion  of  insufHation  an  excellent  one, 
and  warned  those  present  against  making  false  passages  with 
the  probe.  Eeferring  to  the  objection  to  drainage  through 
the  abdomen  he  preferred  the  abdominal  to  the  vaginal 
method.  He  never  experienced  the  formation  of  any  sinus 
that  persisted  for  more  than  six  weeks.  He  never  had  a 
hernia  following  a  gauze  drain,  and  in  six  weeks  it  is  almost 
impossible  to  see  where  the  gauze  had  been  placed. 


INTERESTING   COMPLICATIONS   OF   AN 
HYSTERECTOMY. 

By   ALFRED    SMITH,    F.E.C.S.I.; 

Professor  of  Midwifery,  National  University  of  Ireland  ; 
Gynaecologist,  St.  Vincent's  Hospital,  &g. 

'■  [Read  in  the  Section  of  Obstetrics,  December  13,  1912.] 

It  is  not  my  intention  to  occupy  the  attention  of  this 
Section  for  any  great  length  of  time.  I  wish  to  bring 
under  your  notice  and  place  on  record  an  ' '  abdominal  sur- 
prise ' '  which  I  venture  to  suggest  is  in  many  points  quite 
unique.  On  September  23rd  of  this  year  (]  912),  I  saw  in  con- 
sultation with  Dr.  O'Reilly,  of  Ratoath,  a  private  patient, 
whose  symptoms,  owing  to  age  and  unpleasant  vaginal 
discharges,  suggested  malignancy.  Under  ether  I  was 
able  to  satisfy  myself  that  the  cause  of  her  trouble  was 
multiple  fibromata  of  the  uterus  without  any  evidence  of 
malignancy. 

A  sub-total  hysterectomy  was  advised,  and  successfully 
performed  by  me,  assisted  by  Drs.  O'Reilly  and  Meenan, 
on  September  26th,  1912.  The  operation  over,  I  pro- 
ceeded to  make  the  peritoneal  toilet,  and  felt  my  finger 
pricked  by  some  sharp  instrument.  On  investigating  the 
cause  I  found  the  point  of  a  needle  sticking  through  the 
wall  of  a  small  intestine.  To  prevent  the  possibility  of 
leakage  a  purse-string  suture  of  fine  catgut  was  inserted 
so  as  to  encircle  the  needle  opening  into  the  intestine,  the 
end  being  tightened  together  as  the  needle  was  being 
withdrawn.  I  searched  further,  and,  to  my  astonish- 
ment, I  found  more  needles — some  lying  in  the  omentum 
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away  from  any  coil  of  intestine.  Others  were  found  pro- 
jecting through  the  wall  of  the  intestine,  but  covered  by  a 
smooth  covering  as  if  a  diverticulum  had  been  made  from 
the  intestinal  wall  (specimen  shown).  Others  had  per- 
forated the  intestine,  but  a  protective  omental  adhesion 
surrounded  the  needle. 

The  appendix,  which  dipped  into  the  pelvis  almost  to 
the  floor,  was,  as  you  see,  hypertrophied  and  markedly 
congested.  On  palpation  a  hard  body  could  be  felt.  It 
was  removed. 

Dr.  Harry  Meade  made  an  x-ray  photograph  (here 
shown)  of  the  appendix  showing  two  needles  and  one  pin 
lying  parallel  to  each  other,  the  heads  being  down.  The 
eye  of  the  needle  is  plainly  to  be  seen,  and  Dr.  T.  T. 
O'Ferrall  opened  a  window  in  the  appendix  showing  the 
three  metallic  bodies  in  situ.  All  the  needles,  as  yon  see 
— 10  in  number — are  tarnished  by  HoS.  They  are  ex- 
tremely brittle  and  of  the  same  size. 

Considering  the  nature  of  the  operation,  some  anxiety 
was  felt  as  to  the  subsequent  convalescence.  Nothing 
untoward  happened  until  the  end  of  the  third  wTek. 
Preparations  were  being  made  for  the  patient  to  get  up. 
On  the  morning  of  the  appointed  day,  whilst  stooling,  the 
patient  was  seized  by  an  acute  pain  referred  to  the  anus. 
The  sister  in  charge,  on  making  an  examination,  found  a 
needle  stuck  in  the  mucous  membrane,  which  she  promptly 
removed.  Some  days  following  this  the  patient  com- 
plained of  abdominal  pains,  aggravated  by  pressure  over 
both  iliac  regions.  Palliative  measures  gave  little  or  no 
relief.  The  possibility  of  more  needles  being  present  was 
considered,  and  Dr.  Maurice  Hayes  kindly  skiagraphed 
the  patient  for  me.  (Plates  were  shown.)  Two  of  the 
plates  locate  three  needles — one  on  the  right   side   evi- 
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dently  broken  in  two,  another  on  the  left  side  at  pelvic 
brim,  and  a  third  somewhere  about  the  os  pubis.  I  re- 
opened the  abdomen.  It  was  felt  that  although  the 
presence  of  needles  was  demonstrated,  their  precise  posi- 
tion, whether  in  the  intestine  or  outside  it,  could  not  be 
determined.  My  anxiety  was  soon  allayed,  as  dipping 
my  fingers  into  the  left  iliac  fossa  1  found  at  once  a  needle 
perforating  the  sigmoid  flexure  of  the  colon,  but  well 
protected  by  omental  adhesions.  The  broken  needle  which 
I  show  you,  covered  by  its  fibrous  envelope,  was  removed 
from  a  small  intestine  on  the  right  side.  The  third 
needle — that  is,  the  one  indicated  lying  close  to  the 
OS  pubis— was  found  in  the  omentum. 

My  "  bag  "  consisted  of  ten  needles  and  one  pin.  In  look- 
mg  up  references  to  foreign  body  appendicitis  I  find  in  the 
September  number  of  the  lUmals  of  Surgery  an  exhaus- 
tive article  by  Koyal  Hamilton  Fowler,  M.D.  He  says 
sharp-pointed  metallic  foreign  bodies  represent  a  class 
by  themselves.  They  have  rarely  been  found  even  in 
large  surgical  experiences,  and  their  occurrence  .  repre- 
sents a  surgical  curiosity.  The  common  domestic  pin  is 
the  most  frequently  encountered  body  of  this  nature  found 
in  the  appendix.  McBurney  and  Park  have  seen  but  two 
cases.  A.  O.  J.  Kelly  found  one  instance  in  a  study  of 
460  cases.  Kelly  and  Hurdon  but  one  in  1,000  cases. 
Bell  two  in  1,000  cases.  Ewing,  Schultze  and  Wood  in 
exceptionally  large  pathological  experience  have  observed 
no  cases.  Barnes,  in  a  study  of  94  cases  of  true  foreign 
bodies  found  in  the  appendix,  estimated  that  more  than 
52  per  cent,  were  pins.  Whist  Fowler  observed  one  in- 
stance in  his  first  series  of  50  cases  of  appendicitis. 

As  regards  the  number  of  metallic  bodies  found  in  the 
appendix,  McBurney  found  two  pins  lying  parallel  to  each 
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other,  and  Hirst  also  found  two  pins  in  an  appendix  which 
he  removed. 

On  looking  up  the  references  to  which  I  had  access  I 
cannot  find  recorded  any  case  where  three  sharp-pointed 
metallic  foreign  bodies  were  previously  found  in  the 
appendix.    The  presence  of  two  needles  is  also  interesting. 

General  observations  and  conclusions  .—There  can 
be  no  doubt,  from  the  positions  where  the  needles  were 
found,  that  they  gained  an  entrance  to  their  host  through 
the  alimentary  tract.  Yet  the  patient  stoutly  denies  that 
she  ever  had  the  habit  of  holding  needles  in  her  mouth  or 
of  swallowing  them.  She  admitted,  however,  that  when 
a  child  in  her  nursery  the  nurse  frequently  gave  her  the 
work-basket  to  tidy  and  play  with.  That  the  needles  were 
a  long  time  lost  is  evident  from  their  extreme  brittleness, 
the  well-organised  fibrous  envelope  which  covered  the 
perforating  needles,  and  the  distance  which  some  of  the 
needles  travelled  into  the  omentum.  This  case  then  goes 
to  confirm  the  view  that  the  presence  of  metallic  foreign 
bodies  is  more  apt  to  cause  chronic  than  acute  appen- 
dicitis. 

Remarkable  features. — That  so  many  needles  could  be 
swallowed  with  such  apparent  impunity.  That  their  per- 
foration of  the  intestinal  wall  gave  rise  to  so  little  disturb- 
ance, no  evidence  whatever  of  anything  approaching  peri- 
tonitis, merely  tiny  protective  fibrous  sheets,  or  a  delicate 
omental  adhesion  covering  the  needles.  That  this  is  the 
first  recorded  instance  of  three  sharp-pointed  metallic 
foreign  bodies  being  found  in  the  appendix. 


The  President  said   the  case   demonstrated   further  the 
difficulty  of  diagnosis.     It  had  been   suggested   that  these 
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needles  were  probably  taken  in  a  packet  when  the  patient 
was  a  child,  so  that  probably  all  the  needles  were  taken  in 
at  the  same  time,  and  it  was  well  known  that  when  a  needle 
entered  the  body  it  travelled  in  the  most  extraordinary 
manner  to  different  parts  of  the  system. 

Dr.  Jellett  referred  to  a  case  treated  at  the  Adelaide 
Hospital  some  years  ago  in  which  thirty-nine  needles  were 
removed  from  a  girl's  stomach,  and  within  two  years  she 
returned  with  a  further  crop. 

Dr.  Kowlette  said  that  some  years  ago,  in  a  post- 
moHem  examination  at  Steevens'  Hospital,  he  found  an 
inch  and  a  half  pin  in  the  appendix  which  had  given  rise 
to  abscess  of  the  liver.  He  considered  that  foreign  bodies 
were  more  common  than  reports  showed  as  the  cause  of 
appendicitis. 


A  CASE  OF  PRIMAEY  FIBRO-SAECOMA  OF  THE 

OVARY. 

By  gibbon  FITZGIBBON,  M.D.,  F.E.C.P.I. ; 

Gyiia3Cologist  to  the  Royal  City  of  Dublin  Hospital, 
[ileacl  iQ  the  Section  of  Obstetrics,  December  13,  1912.] 

The  following  case  I  thought  might  be  of  interest,  as  the 
frequency  of  sarcoma  of  the  ovary  is  small  in  comparison 
with  other  tumours,  and  cases  do  not  often  appear  re- 
corded in  the  literature.  Revano  (1)  in  a  study  of  699 
tumours  of  the  ovary  recorded  sarcoma  as  occurring  in 
4  per  cent.,  and  affecting  both  ovaries  in  half  the  cases. 
He  .says  that  ovarian  tumours  in  childhood  up  to  fifteen 
years  of  age  are  almost  always  sarcoma,  or  sarcomatous 
degeneration  of  a  cyst.  Bushwell  and  Karrawalla  (2)  re- 
ported a  series  of  16  ovarian  neoplasms,  mainly  malignant, 
amongst  which  were  one  of  round-celled  sarcoma  and  one 
of  fibro-myoma  undergoing  sarcomatous  change. 

Mrs.  Scharlieb  (3),  in  March,  1910,  in  a  paper  on  the 
proportion  of  malignant  to  innocent  ovarian  growths,  re- 
corded 150  cases,  25  of  which  were  malignant,  4  being 
sarcoma,  1  secondary  to  sarcoma  of  the  uterus.  She 
states  that  it  is  impossible  to  tell  the  nature  of  a  tumour 
by  the  naked  eye.  Macnaughton- Jones  (4)  found  one 
sarcoma  in  100  cases,  and  in  the  records  of  2,893  cases 
from  German  clinics  found  309  indisputably  malignant, 
22  being  sarcoma.  This  gives  a  percentage  of  only  .75, 
which  is  much  less  than  other  authorities,  but  is  fairly 
close  to  Macnaughton-Jones's  own  experience.  Glen- 
dining   (5),  among  106  ovarian  tumours,  found  3.8  per 
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cent,  sarcoma  of  primary  origin  in  the  ovary.  Wer- 
muth  (6),  analysing  the  cases  in  the  German  literature 
gives  the  percentage  of  sarcoma  as  about  5  per  cent,  of  all 
ovarian  tumours,  and  relatively  more  frequent  in  chil- 
dren, 5  per  cent,  of  Pfannenstiel's  cases  being  under  ten 
years  of  age.  The  same  operator  found  the  greatest  fre- 
quency between  the  ages  of  twenty-one  and  thirty  years. 

Ovarian  sarcomata  are  usually  sohd,  and  all '  varieties 
may  be  found— spindle,  round,  and  mixed  celled.  They 
are  usually  primary  and  frequently  bilateral.  Metastases 
are  frequent  in  the  uterus,  tubes,  and  other  organs,  and 
multiple  adhesions  are  a  common  complication. 

Hartz  (7)  reports  a  case  which  he  claims  to  be  only  the 
thn-d  recorded  of  fibro-myoma  of  the   ovary  undergoing 
sarcomatous   degeneration.      He  says   that    most   of   the 
cases  of  fibro-sarcomata  of  the  ovary  reported  are  of  the 
spmdle-celled  type,  and  began  as  primary  sarcomata,  the 
chief  feature  being  a  relative  increase  of  fibrous   tissue 
formation.     Briggs  and  Walker  (8)  reported  438  ovarian 
umours,  49  of  which  were  solid,  and  of  these,  1  was  found 
to  be  sarcoma  and  1  a  teratoma  including  sarcoma.    Brio-,.s 
ckims  that  the  highly  cellular  connective  tissue  tumors 
of  the  ovary  are  not  necessarily  sarcomata,  and  that  the 
ovarian  fibro-myomata  commonly  consist  of  spindle  and 
round  cells  amidst  a  fully-formed  fibrous  interlacement  in 
varying  proportions;   but  the  overwhelming  evidence  of 
mnocency  amongst  these  tumours  displaces  the  idea  of 
sarcomata. 

^  During  the  past  fifteen  year«  in  the  Rotunda  Hospital 
Rei»r  s  (9,  343  tumours  of  the  ovary  are  recorded, 
and  of  these  six  were  sareoma.  Three  of  six  patients  died 
m  hos,,,tal,  two  left  hospital  as  inoperable,  and  one  left 
well  after  operation.    Raehel  (10),  speaking  of  malignant 
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ovarian  tumours  in  general,  states  that  only  20  per  cent, 
of  those  operated  upon  were  alive  two  years  after  opera- 
tion, and  a  considerable  number  of  these  had  already 
inoperable  recurrence.  He  considers  that  all  ovarian 
tumours  should  be  operated  upon  as  soon  as  possible. 
The  history  of  the  present  case  is  as  follows  : —  ! 

Case.— Mrs.  L.,  aged  forty-four,  was  delivered  of  a  child 
five  years  ago,  and  had  considerable  trouble  at  her  coufine- 
ment,    the    labour    being    prolonged,    and    terminated   with 
forceps.    She  was  sent  into  hospital  shortly  afterwards  for  the 
repair  of  a  complete  laceration  of  the  perinseum.    When  leav- 
ing hospital  the  tear  in  the  sphincter  ani  was  repan-ed,  but 
the  rest  of  the  perinteum  had  not  united,  and  she  was  told 
that  she  should  have  a  second  operation,  but  refused.    I  have 
been  able  to  get  the  notes  of  the  case  at  this  time,  and  there 
is  no  mention  of  any  tumour  in  the  pelvis.    There  is  a  note— 
"  to  be  operated  on  again,"  but  the  patient  thinks  that  there 
was  some  suggestion  made  to  her  at  the  time  of  a  tumour 
being  present,  and  thinks  that  the  abdomen  had  been  large 
since  her  confinement.     During  the  last  two  years  she  had 
noticed  the  increasing  size  of  her  abdomen,  and  for  the  past 
twelve  months  had  suffered  from  gastric  irritability,  palpita- 
tion,  and  breathlessness,  on  the    least    exertion.      When   I 
first  saw  her  she  was  a  stout,  healthy-looking  woman,  but 
became    breathless    very    easily.      On    examination   of    the 
abdomen  a  tumour  was  found  extending  from  the  pelvis  to 
two    inches    above    the    umbilicus,    and    filling    the    lower 
abdomen,  particularly  on  the  left  side.     By  vaginal  exami- 
nation the  tumour  was  found  to  be  quite  out  of  the  pelvis. 
The  cervix  was  high  up,  and  the  fundus  small  and  m  front 
of  the  tumour.     The  diagnosis  of  fibroid  probably  of  the  left 
ovary  was  made. 

Operation.— The  abdomen  was  opened  in  the  middle  fine, 
a  large  solid  tumour  presented,  which  was  found  to  be  spnng- 
ing  from  the  left  broad  ligament.  There  was  one  dense  ad- 
hesion between  the  tumour  and  the  posterior  abdominal  wall 
in  which  the  right  tube  and  ovary  were  involved.  The 
tumour  was  removed  without  any  difficulty,   and  owing  to 
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the  manner  in  which  the  right  tube  and  ovary  were  involved 
it  was  thought  best  to  remove  them  also.  When  the  tumour 
was  removed  it  was  considered  a  simple  fibroid  The 
abdomen  was  closed  in  the  ordinary  layer  method,  and  the 
patient  went  home  perfectly  well  on  the  twenty-second  day 

The  tumour  weighed  about  10  lbs.  when  fresh,  and  was 
solid  except  for  a  small  cyst  about  the  size  of  a  foetal  skull. 
One  portion  of  the  tumour  was  considerably  softer  in  con- 
sistence. ,The  first  portion  of  the  tumour  which  was  cut  for 
examination  showed  a  more  or  less  regular  field  of  round  cells 
which  suggested  a  fibroid  cut  in  cross  section  to  the  fibres' 
but  the  character  of  the  section  was  not  considered  satisfac- 
tory by  Professor  O'Sulhvan,  and  two  other  portions  were 
cut.  These  both  showed  a  very  irregular  formation  both  in 
the  density  and  distribution  of  the  cells.  In  some  fields  the 
cells  were  closely  packed,  in  others  they  were  loose;  the  cells 
everywhere  showed  irregularity  in  size  and  shape,  and  many 
of  the  blood-vessels  were  poorly  formed,  with  thin  walls,  and 
many  of  them  having  the  cells  closely  grouped  around  them. 

The  appearance  of  the  sections  is  extremely  like  that 
described  by  Gebhart  in  his  "  Pathology."  He  says  that 
the  diagnosis  is  to  be  made  from  the  different  grouping  of 
the  cells,  in  some  places  massed,  in  others  thin— this  often 
being  particularly  notified  around  the  vessels.  Irregularity 
in  the  size  of  the  cells  is  always  seen,  and  some  large  cells 
irregular  in  shape  and  nuclei  and  staining  properties.  He 
says  spindle-celled  sarcoma  is  the  only  variety  found  pure. 

This  case  I  thought  of  interest  not  only  from  its 
pathology,  but  even  more  so  from  the  clinical  aspect,  and 
from  that  of  treatment.  There  is  no  doubt  that  the 
tumour  existed  for  at  least  three  years,  and  it  is  highly 
probable  that  it  existed  for  more  than  five.  It  evidently 
took  on  more  rapid  growth  during  the  last  two  years.  At 
the  time  of  operation  there  was  nothing  to  raise  the  sus- 
picion that  the  tumour  was  of  a  malignant  character, 
3ither  m  the  appearance  of  the  patient  or  that  of   the 
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tumour.     I  think  the  case  iUustrates  the  advisability  of 
removing  the  other  ovary  in  cases  where  sohd  tumours  of 
the  ovary  are  found,  although  the  second  ovary  may  not 
show  any  disease,  particularly  in  women  near  the  meno- 
pause.   Any  ill-effects  due  to  this  would  surely  be  compen- 
sated for  by  the  greater  safety  against  recurrence.    I  have 
only  met  one  case  recorded  (by  Wiggin  (ID)  of  bilateral 
sarcomatous    disease,    but    this    should    not     alter    the 
general  principle  in  dealing  with  solid  ovarian  tumours. 
Goodall  (12),  in  a  recent  article  on  the  epithelial  origin  of 
new  growths  in  the  ovary,  shows  how  foetal  defects  when 
existing  in  one  ovary  almost  invariably  exist  in  the  other, 
and  although  this  deals  with  the  carcinomata  and  their 
origin,  nevertheless  the  same  may  largely  apply  to  the 
fibrous  supporting  tissue  from  which  the  sarcomata  have 
their  origin.    There  is  also  the  parenchymatous  cell  of  the 
ovary,  which  has  been  shown  to  be  of  epithelial  origin,  but 
which  gives  rise  to  the  endotheliomata,  which  occupy  an 
intermediate  place  between  the  carcinomata  and  the  sar- 
comata,  and   which    often   show   transitions  in  the   one 
tumour  to  the  two  extremes,  and  oberrant  types  of  the 
cells  are  very  likely  to  exist  in  the  two  ovaries.    It  is  pos-  i 
sible  that  the  parenchymatous  cell  is  the  chief  origin  of 
the  sarcomata,  while  the  fibrous  supporting  tissue  chiefly 
gives  rise  to  the  fibromata. 

The  difficulty  or  impossibility  of  making  any  naked-eye 
diagnosis  of  a  tumour  should  justify  the  treatment  of  all 
solid  tumours  of  the  ovary  as  malignant  at  the  time  of 
operation.  It  is  of  interest  that  a  tumour  of  this  nature 
should  grow  to  such  a  size  as  the  one  shown  and  not  have, 
long  ago  given  rise  to  metastases.  Of  course  they  may 
exist  and  show  later,  but  I  hope  that  the  healthy  con- 
dition of  the  patient  is  proof  that  the  disease  had  not  ex- 
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tended  before  bein^  removed.  It  is  now  over  four  months 
since  the  operation,  and  the  patient  reports  herself  as  in 
perfect  health. 
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Br.  Jellett  referred  to  a  case  of  sarcoma  of  the  .ovary 
on  which  he  had  seen  Sir  Wilham  Smyly  operate  some  years 
ago,  which  was  of  interest  on  account  of  the  after  history. 
The  tumour  was  an  entirely  capsulated  growth.    The  patient 
was  a  girl  aged  nineteen  or  twenty,  and  she  went  on  very 
well  for  a  short  period,  but  then  began  to  get  worse.     She 
?ot  a  high  temperature,   which  .eventually  rose  to  106°  or 
107°.     She  then  lost  control  of  the  lumbar  centres,  and  a 
jumour  appeared  under  the  skin  over  the  lumbar  spine.     She 
lied,  and  it  was  found  that  secondary  growths  had  developed 
)ehind  the  glands  of  the  peritoneum  and  had  cut  through 
ihe  spinal  column.     He  agreed  with  Dr.   FitzGibbon  as  to 
he  removal  of  both  ovaries  in  cases  of  malignant  tumour 
effecting  one,  and  also  in  treating  all  solid  tumours  of  the 
'Varies  as  malignant  at  the  time  of  operation. 

Dr.   Neill  referred  to  a  case  in  which   Dr.   Kidd,  while 
laster  of  the  Coombe  Hospital,  removed  two  sarcomatous 
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ovaries.  There  was  great  difficulty  in  arresting  the 
hemorrhage,  as  the  tissues  were  very  degenerate.  There  was 
great  extension  of  the  disease  to  the  peritoneum.  The  case 
was  reported  in  the  "  Transactions  of  the  Eoyal  Academy 
of  Medicine  in  Ireland,"  Vol.  XVIII.,  1900,  page  297. 

Dr.  Alfred  Smith  said  his  experience  was  that  ascites  was 
generally  associated  with  malignant  tumours.  He  had  come 
to  the  conclusion  owing  to  the  bad  subsequent  history  of 
these  cases  that  the  mere  removal  of  the  ovary  was  bad 
surgery.  He  was  firmly  convinced  that  whenever  one  or 
two  solid  ovarian  tumours  were  found  the  uterus  should  also 
be  removed,   as   there  was  absolutely   no  use   in   leaving  it 

behind. 

Dr.  Purefoy  said  the  case  appealed  to  him  with  regard 
to  three  points:— (1)  He  had  noticed  that  in  the  early  stage 
of    their   growth    these    tumours    are   associated    with    good 
health.      (2)   The   difficulty  of  distinguishing  between  solid 
ovarian  tumours  and  fibroid  with  long  pedicle.     He  recol- 
lected a  case  in  which  operation  was  postponed  for  some 
months  because  a  tumour  with  a  long  pedicle  was  regarded 
as  fibroid,  and  when  it  was  removed  it  proved  to  be  a  malig- 
nant   tumour   of    the    ovary.      Eecurrence   of    the    disease 
occurred  a  few  months  later.     (3)  The  invariable  recurrence 
which  follows  in  the  case  of  such  tumours.     This  being  his 
opinion,  he  could  not  adopt  the  view  of  Professor  Smith- 
that  when  the  tumour  is  suspected  of  being  malignant  the 
uterus  should  be  removed,  as  it  exposed  the  patient  to  in- 
creased risk  without  any  compensating  advantage.     He  con- 
sidered, however,  that  recurrence  might  be  delayed  if  the 
second  ovary  was  removed.     In  these  tumours  much  diffi- 
culty has  been  experienced  in  arriving  at  a  just  estimate  of 
their  exact  histology. 

Dr.  Kowlette  agreed  with  Dr.  Purefoy  that  it  was 
generally  difficult  to  ascertain  whether  solid  tumours  of  the 
ovary  were  sarcomatous  or  carcinomatous.  It  might  require 
a  very  exhaustive  examination  of  the  tumour  to  aiTive  at  a 
diagnosis.  A  point  which  he  considered  of  help  in  judging 
during  operation  whether  a  tumour  was  malignant  or  not 
was  that  malignant  tumours,  when  incised,  presented  as  a 
rule   a  peculiar  translucent  and  homogeneous    appearance, 
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innocent  tumours  being  more  opaque.     He  pointed  out  this 
characteristic  in  the  specimen  shown. 

Dr.  FitzGibbon,  in  replying,  said  he  was  glad  the 
Section  seemed  to  be  generally  agreed  as  to  the  removal 
of  the  second  ovary.  With  regard  to  going  further  and  re- 
moving the  uterus,  he  agreed  with  Dr.  Purefoy  when  he  said 
he  did  not  consider  it  of  much  use.  The  involvement  of  the 
uterus  in  a  case  could  only  be  as  the  result  of  metastasis, 
while  the  reason  for  removing  the  second  ovary  was  on 
account  of  its   histological  relationship. 


THE    SUEGICAL    TKEATMENT    OF    PELVIC 
THEOMBOSIS  OF   SEPTIC  ORIGIN. 

By  HENKY  JELLETT,   M.D.,   F.K.C.P.I. ; 

Master,  Rotunda  Hospital,  Dublin. 

[Read  in  the  Section  of  Obstetrics,  February  7,  1913.] 

The  treatment  of  puerperal  pynomia  is  of  such  extreme 
importance  that  no  apology  is  required  for  a  contribution 
to  its  literature ,  and  any  procedure  that  even  offers  at  first 
sight  a  hope  of  an  improved  mortality  rate  is  worthy  of 
careful  consideration.  Even  if  we  take  a  mean  of  the 
mortality  rates  that  have  been  recorded  in  the  past  as 
following  expectant  treatment,  the  percentage  is  very 
high,  and.  if  we  regard  it  as  something  between  60  and  70 
per  cent,  we  shall  probably  not  be  wrong.  Further,  we 
may  probably  consider  the  mortality  of  those  cases  in 
which  there  is  suppuration  in  the  veins  to  be  almost 
100  per  cent.  The  introduction  of  serums  and  vaccines 
has  on  the  whole  been  of  little  use.  In  other  forms  of 
septic  infection  they  have  done  undoubted  good,  but  in 
puerperal  pyaemia,  once  thrombosis  is  established,  their 
effect  appears  to  be  small.  It  is  little  wonder  then  that 
many  operators  have  turned  their  attention  to  the  possi- 
bility of  successful  interference  by  surgical  treatment.  I 
do  not  propose  here  to  enter  into  the  history  of  the  sur- 
gery of  pypemia  of  pelvic  origin.  Those  who  desire  to 
study  it,  and  it  is  most  necessary  that  any  one  interested 
should  do  so,  can  learn  it  far  better  from  Professor  Whit- 
ridge  Williams'  writings  than  they  will  from  me,  and  to 
those  writings  I  refer  them.     I  regard  my  present  paper 
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more  as  an  addendum  to  the  monograph  on  the  subject 
which  he  published  in  1909,  and  as  adding  my  own  per- 
sonal experience  to  the  facts  which  he  has  there  collected 
and  published. 

We  shall  not  be  far  wrong  if  we  divide  the  graver  forms 
of  puerperal  infection  into  two  classes.  In  the  first  class, 
bacteria  pass  rapidly  in  large  numbers  into  the  blood 
vessels  or  lymphatics,  and  their  virulence  is  so  acute,  or 
the  resistance  of  the  patient  so  diminished,  that  a  general 
spread  of  bacteria  through  the  body  occurs  at  once  and 
unchecked.  In  this  class  there  is  no  place  for  surgical 
treatment.  In  the  second  class  of  infection,  either  owing 
to  the  lesser  virulence  of  the  bacteria  or  to  the  greater  re- 
sistance of  the  patient,  there  is  time  for  protective  efforts 
to  occur,  and  to  tend  to  check  the  spread  of  infection  from 
the  uterus  to  the  general  system.  This  protection  usually 
takes  the  form  of  phlebitis  and  thrombosis  in  one  or  more 
of  the  pelvic  veins,  and  in  the  thrombi  for  a  time  the 
invading  bacteria  are  locked  up.  Sometimes  the  bacteria 
disappear  and  the  patient  gets  well.  More  usually,  how- 
ever, the  thrombi  gradually  break  down  and  emboli  con- 
taining bacteria  make  their  way  into  the  general  circu- 
lation. When  this  occurs  the  symptoms  of  the  patient 
are  well  marked.  They  consist  of  rapid  elevation  of  tem- 
perature, marked  increase  in  the  pulse  rate,  and  the  occur- 
rence of  rigors.  The  passage  of  the  infection  into  the 
general  circulation  is  intermittent,  and  for  a  time  the 
patient  is  capable  of  dealing  with  it,  so  that  in  a  few 
hours  the  symptoms  lessen,  the  temperature  falls,  the 
pulse  becomes  less  frequent,  and  the  patient  returns 
almost  to  a  normal  condition.  In  a  little  time,  however, 
varying  from  a  few  hours  to  some  days,  a  fresh  auto- 
inoculation  occurs  followed  by  the  same  symptoms.     Such 
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inoculations  are  repeated  at  ever-shortening  intervals, 
foci  of  infection  occur  in  distant  organs,  and,  finally,  the 
patient  succumbs.  For  the  first  class  of  infection  we  have 
no  very  satisfactory  name.  Abroad  it  is  termed  acute 
pyaemia.  Here  it  is  known  variously  as  lymphatic  sepsis, 
fulminating  sepsis,  acute  general  sepsis,  to  all  of  which 
terms  there  are  objections.  The  second  class  of  infection 
we  usually  term  pytemia,  while  abroad,  where  the  first 
class  is  termed  acute  pyaemia,  the  second  class  is  termed 
chronic  pyaemia.  It  is  with  this  condition  I  am  con- 
cerned here,  because  as  the  results  of  other  operators 
show,  and  as  the  personal  experience  that  I  am  able  to 
bring  before  you  to-night  also  shows,  there  is  a  distinct 
and  hopeful  place  in  it  for  surgical  interference. 

In  1911,  two  patients  died  in  the  Rotunda  Hospital  of 
pyaemia,  in  one  of  whom,  prior  to  death,  a  diagnosis  was 
made  of  cellulitis  in  the  region  of  the  right  utero-sacral 
ligament.  In  both  of  them  at  the  post-mortem  examina- 
tion thrombosis  was  found  in  the  ovarian  veins.  I 
accordingly  decided  that,  if  there  was  another  case  pre- 
senting similar  symptoms,  and  if  there  was  any  reason  to 
think  that  thrombosis  had  occurred,  I  would  interfere  by 
operation  and  try  to  remove  the  affected  vein  or  veins. 
Since  then  I  have  had  to  deal  with  four  cases.  In  three 
of  them  an  almost  positive  diagnosis  of  thrombosis  was 
made  before  the  operation,  both  from  the  physical  signs 
and  from  the  symptoms  of  the  patient.  In  the  fourth 
case  no  evidence  of  thrombosis  could  be  found,  but  the 
symptoms  of  the  patient  so  strongly  suggested  the  possi- 
bility of  thrombosis  that  I  opened  the  abdomen  to  explore. 

Case  I. — C.  M.,  aged  thirty,  was  admitted  to  the  hospital 
on  February  16,  1912.  Her  previous  history  does  not  call 
for  special  note.     She  was  in  her  eleventh  pregnancy  and 
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was  practically  at  full  term.  Her  health  during  pregnancy 
was  described  as  fairly  good,  and  on  admission  as  good. 
She  was  confined  normally  the  day  after  admission,  two 
vaginal  examinations  having  been  made  by  the  same  nurse 
the  day  previously.  On  the  sixth  day  her  temperature  rose 
to  101.6°  F.,  and  her  pulse  to  98.  The  uterus  was  douched 
and  a  culture  taken,  in  which  no  oi'ganisms  could  be  found. 
Her  temperature  fell  to  below  100°  F.,  and  remained  there 
for  two  days  subsequently,  but  on  the  evening  of  the 
eighth  day  she  had  a  rigor,  her  temperature  rising  to 
102°  F.  The  lochia  was  normal.  The  next  day  she  had 
another  rigor,  her  temperature  rising  slightly  higher.  The 
vagina  and  uterus  were  again  douched,  some  small  shreds 
of  decidua  and  membranes  being  removed.  The  uterus  was 
also  plugged  with  iodoform  gauze.  In  the  material  re- 
moved, diplococci  were  seen.  The  temperature  fell  to 
normal  and  remained  so  during  the  following  day.  On  the 
eleventh  day,  five  millions  of  a  stock  streptococcal  vaccine 
were  given.  On  the  thirteenth  day  she  had  another  rigor, 
and  between  this  and  the  fifteenth  day,  rigors  occurred 
at  short  intervals.  On  the  fifteenth  day  I  examined  her 
bi-manually  and  found  a  swelling  in  the  right  broad  liga- 
ment. This  swelling  was  not  adherent  to  the  pelvic  brim, 
and  did  not  suggest  a  cellulitis.  It  was  about  the  size  of 
an  egg.  Taking  this  swelling  in  association  with'  the  con- 
tinued rigors,  I  decided  to  open  the  abdomen,  and  I  did  so 
a  few  hours  later.  I  then  found  a  hard,  brawny  swelling 
in  the  right  broad  ligament,  that  could  be  traced  to  the 
infundibulo-pelvic  ligament  and  along  the  course  of  the 
ovarian  vessels  upward  beside  the  lumbar  vertebrae.  The 
tube  was  congested,  but  otherwise  normal.  I  tied  the 
uterine  end  of  the  broad  ligament,  and  incised  the  peri- 
toneum over  its  face,  and  then  with  a  little  dissection  was 
able  to  enucleate  the  mass  in  the  broad  ligament  and  to 
trace  it  upwards  along  the  course  of  the  ovarian  vessels 
until  I  got  up  almost  to  the  insertion  of  the  vein  into 
the  vena  cava.  I  tied  the  vein  as  high  as  possible,  and  then 
removed  the  whole  mass.  The  operation  was  extremely 
simple,  the  only  trouble  that  occurred  being  caused  by  the 
division  of  the  ovarian  artery  when  I  divided  the  vein.     It 
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was,  however,  easily  caught  and  tied.  It  is  noteworthy 
that  I  was  not  able  to  get  completely  above  the  clot  in  the 
ovarian  vein,  and  that  my  incision  passed  through  it.  The 
after-history  of  the  patient  was  entirely  satisfactory.  Her 
temperature  fell  to  normal  almost  at  once,  and  her  pulse 
to  normal  in  a  few  days.  There  was  a  slight  recun-ence  of 
temperature  on  the  twenty-sixth  day,  lasting  for  about  a 
week,  associated  with  some  cellulitis  in  the  remains  of  the 
broad  ligament.  It  quickly,  however,  fell  to  normal,  and 
the  patient  left  the  hospital  well  on  the  forty-first  day 
after  the  confinement,  the  temperature  and  pulse  having 
then  been  normal  for  more  than  a  week. 

I  append  to  this  paper  Dr.  Rowlette's  report  of  the 
specimens  which  were  removed,  and  all  I  need  say  here 
is  that  the  swelling  in  the  broad  ligament  consisted  of  the 
thrombosed  branches  of  the  ovarian  vein,  and  that  the 
main  trunk  contained  pus  in  its  lower  part,  while  its 
upper  part  was  occupied  by  a  thrombus  that  had  not  yet 
broken  down. 

Case  II. — M.  D.,  aged  twenty-six,  was  admitted  to  the 
hospital  on  October  6,  1912.  She  was  in  her  third  preg- 
nancy and  at  full  term.  She  was  confined  on  the  follow- 
ing day,  there  being  a  slight  tear  of  the  perineum  which 
required  one  suture.  During  the  labour  two  vaginal  exami- 
nations were  made.  The  patient  said  that  during  preg- 
nancy she  had  had  a  yellow  discharge,  for  which  she  had 
on  several  occasions  attended  another  hospital.  The 
perineal  suture  was  removed  on  the  seventh  day,  up  to 
which  time  her  temperature  had  never  exceeded  100°  F., 
or  her  pulse  90.  The  perineum  had  not,  however,  healed. 
On  the  eighth  day,  the  lochia  were  slightly  foetid  and  the 
uterus  was  douched.  Next  morning  her  temperature  was 
101°  F.,  in  the  evening  it  fell  to  100°,  and  the  next  day  to 
normal,  where  it  remained  for  three  days.  During  all  this 
time,  on  only  one  occasion  was  her  pulse  above  90,  and  for 
the  most  part  it  was  below  85.  On  the  thirteenth  day  her 
temperature  rose  in  the  evening  to   101°  F.,   and  the  next 
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nioruing  to  104°  F.  There  is  nothing  on  the  chart  at  this 
time  to  show  that  she  had  had  a  rigor;  her  pulse  still  re- 
mained slow,  only  on  two  occasions  registering  above  90. 
The  lochia,  which  had  been  normal  for  some  days,  ceased. 
On  the  evening  of  the  sixteenth  day  the  temperature  again 
fell  to  normal,  but  on  the  following  evening  it  rose  to 
101.8°  F.  On  the  eighteenth  day  of  the  puerperium  she 
had  a  temperature  of  104. S^F.,  with  a  rigor.  The  next  day 
there  were  two  rigors  and  one  or  more  on  each  of  the 
following  days.  On  the  twenty-first  day  in  the  evening 
both  temperature  and  pulse  fell  to  subnormal,  and  re- 
mained so  for  some  twelve  or  eighteen  hours.  In  the 
middle  of  the  next  day,  however,  she  again  had  a  rigor. 
Rigors  continued  for  the  most  part  at  intervals  of  a  couple 
of  days  until  the  twenty-ninth  day,  when  they  became  more 
frequent  until  the  thirty-second  day,  from  which  day  to 
the  thirty-seventh  there  was  a  decided  drop  in  both  tem- 
perature and  pulse,  and  an  absence  of  rigors.  On  the 
thirty-seventh  day  the  temperature  rose  again,  and  rigors 
occurred  on  the  thirty-eighth  and  the  thirty-ninth  days. 
All  this  time  she  was  getting  streptococcal  vaccine  every 
second  day  in  doses  of  5,000,000.  During  this  time  I  had 
been  laid  up,  and  on  my  return  to  the  hospital  on  her 
thirty-ninth  day  I  examined  her,  and  felt  on  one  side  a 
tense  cord-like  structure  lying  approximately  in  the  course 
of  the  ovarian  vessels.  I  accordingly  came  to  the  conclu- 
sion that  I  was  dealing  with  a  thrombosed  vein,  and  de- 
cided to  operate.  In  this  case  the  condition  I  found  was 
entirely  different  from  that  found  in  the  first  case.  There 
was  no  cellulai-  infiltration  of  the  broad  ligament.  There 
was  thrombosis  of  the  initial  tributaries  of  the  right  ovarian 
vein,  but  this  thrombosis  extended  very  little,  if  at  all, 
above  the  infundibulo-pelvic  ligament.  The  ovarian  artery, 
however,  presented  extremely  thick  walls.  Its  lumen  was 
closed,  and  blood  did  not  pass  through  it.  I  extirpated  the 
broad  ligament  and  the  ovarian  vessels  as  high  as  I  could 
reach,  but  here  again  I  had  to  leave  the  last  inch  or  so.  The 
immediate  result  of  the  operation  was  beneficial.  Eigors 
ceased  for  two  days,  the  temperature  remaining  below 
lOl^F.,    as   shown   by   the  twelve-hourly    taking.      On    the 
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second  evening  after  the  operation,  however,  the  tempera- 
ture rose  to  102OF.,  and  the  following  day  a  rigor  occurred, 
followed  by  another  the  next  day.  There  was  then  a  period 
of  some  intermission  for  about  five  or  six  days  until  the 
fiftieth  day,  when  another  rigor  occurred,  followed  four 
days  later  by  another.  During  this  period  the  patient's 
temperature  fluctuated  considerably,  and  I  feared  the 
operation  was  not  going  to  be  a  success.  However,  on  the 
fifty-sixth  day  the  temperature  and  pulse  both  became 
normal,  and  remained  so  permanently,  the  patient  leaving 
the  hospital  quite  convalescent.  The  report  of  the  struc- 
tures removed  appears  later.  It  will  be  noticed  that  tin; 
most  marked  lesion  was  in  the  ovarian  artery. 

The  third  case  was  almost  of  an  identical  type  to  the 
first,  except  that  it  was  allowed  to  go  on  longer  before 
operation,  and  that  in  every  way  it  was  more  severe.  It 
ended  fatally. 

Case  III. — K.  W.,  aged  twenty-three,  was  confined  in 
the  hospital  on  January  2,  1913.  On  the  third  evening  her 
temperature  was  99.5°  F.  The  next  morning  her  pulse 
was  100,  though  her  temperature  was  only  98°  F.  The 
lochia,  however,  was  somewhat  foetid,  and  in  the  evening 
she  was  douched.  On  the  next  two  days  both  temperature 
and  pulse  were  normal,  so  that  up  to  the  sixth  day  on  only 
one  occasion  had  her  temperature  exceeded  99°  F.,  and  only 
on  one  occasion  had  her  pulse  reached  100.  On  the  seventh 
evening  she  had  a  rigor,  her  temperature  rose  to  104°  F., 
and  her  pulse  to  135.  The  rigor  occurred  after  a  douche, 
which  was  given  because  her  temperatm-e  at  the  ordinary 
taking  was  101°  F.,  and  her  pulse  120.  Her  temperature 
was  up  again  the  following  evening  to  101°  F.,  and  the 
next  evening  to  103°  F.,  with  a  pulse  rate  of  120.  The 
next  day,  the  eleventh,  her  evening  temperature  was 
normal  and  her  pulse  to  100,  but  during  the  night  she  had 
a  rigor,  her  temperature  reaching  104.5°  F.  and  her  pulse 
142.  From  that  day  on  up  to  the  eighteenth  she  had  a 
history  of  recurrent  rigors,  with  temperature  varying 
between   105°  F.   and  98°  F.,    and   the   pulse   between   150 
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and  90.  On  several  occasions  the  uterus  was  douched,  and 
streptococcal  vaccine  in  doses  of  5,000,000  was  adminis- 
tered at  regular  intervals.  Cultures  taken  from  the  uterus 
during  this  time  showed  that  streptococci  and  bacilli  of 
different  sorts  were  present.  I  examined  her  on  the 
eighteenth  day,  and  found  a  definite  thickening  on  the 
right  of  the  uterus.  This  thickening  possessed  similar 
characteristics  to  that  met  with  in  the  first  case,  but  it 
could  be  palpated  above  the  pelvic  brim  distinctly  extend- 
ing upwards  along  the  course  of  the  ovarian  vessels.  I 
came  to  the  conclusion  that  I  was  probably  dealing  with 
thrombosed  veins,  and  decided  to  operate. 

On  opening  the  abdomen,  I  found  a  very  similar  con- 
dition to  that  found  in  Case  I.,  except  that  it  had  gone  very 
much  further.  Septic  peritonitis  was  on  the  point  of  start- 
ing, and  there  was  dirty  semi-purulent  fluid  lying  in  the 
lower  part  of  the  peritoneal  cavity.  The  right  broad  liga- 
ment was  brawny  and  thickened,  the  tube  in  a  congested 
state,  but  othei-wise  normal,  running  along  the  top  of  the 
ligament.  The  thickening  extended  upwards  along  the 
infundibulo-pelvic  ligament  and  then  along  the  side  of  the 
lumbar  vertebrae  following  the  course  of  the  ovarian  vessels. 
I  removed  the  broad  ligament  in  a  similar  manner  to  that 
adopted  in  the  first  case,  and  I  followed  the  ovarian  vessels 
upwards  as  far  as  I  could.  Along  their  course  I  found  two 
small  abscesses  with  pus  indicative  of  a  coli  infection.  The 
wall  of  the  vein  was  very  friable,  and  when  I  had  removed 
about  four  inches  of  it,  it  broke  across.  A  further  piece 
was  then  removed  separately.  Pus  exuded  freely  from  the 
broken  ends  of  the  vein.  I  closed  the  perineum  as  far  as  pos- 
sible over  the  bed  of  the  vein.  I  drained  the  small  abscesses 
in  the  flank  through  an  incision  in  the  flank,  and  I  drained 
the  pelvis  both  through  Douglas'  pouch  and  through  a 
rubber  drainage  tube  in  the  lower  end  of  the  abdominal 
wound.  The  last-named  was  put  in  because  so  much  of  the 
infection  lay  above  the  brim  of  the  pelvis. 

The  patient  stood  the  operation  fairly  well,  and  the 
following  day  her  temperature  never  rose  above  101°  F., 
her  pulse  maintaining  a  level  between  120  and  140.  This, 
however,    was    not    surprising,    as   after   the   operation    her 
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pulse  was  160.  The  following  day,  however,  her  tempera- 
ture at  8  p.m.  reached  105°  F.,  and  she  had  a  rigor,  her 
pulse-rate  reaching  150.  The  next  couple  of  days  she  was 
better,  but  the  next — the  twenty-third  day  of  the  puer- 
perium — she  had  another  rigor.  For  four  days  she  then  ran 
a  decidedly  better  course.  There  was  no  marked  fluctua- 
tion of  temperature,  which  remained  approximately  about 
102°  F.,  her  pulse-rate  ranging  between  110  and  130,  at 
odd  times  reaching  140.  On  the  whole,  although  her  con- 
dition indicated  the  ])resence  of  pus  somewhere,  still  it  was 
fairly  satisfactory,  considering  her  state  at  the  time  of 
operation.  She,  however,  developed  a  superficial  oedema 
at  the  upper  part  of  the  right  thigh  and  in  the  right  labium 
majus,  which  made  us  suspect  the  occurrence  of  further 
thrombosis. 

On  the  twenty-ninth  and  thirtieth  days  she  was  not  so 
well,  and  had  several  rigors.  On  the  thirty-first  day  I  again 
examined  her,  and  I  found  that  there  was  a  good  deal  of 
thickening  in  the  region  of  the  right  uterine  vessels, 
and  that  there  was  a  ridge  as  thick  as  one's  finger, 
running  along  the  right  wall  of  the  vagina,  beneath  the 
mucous  membrane,  and  suggesting  an  enlarged  and  possibly 
suppurating  vein.  The  condition  of  the  patient  was  very 
bad,  but  I  thought  that  the  only  possible  chance  was  a 
further  operation,  and  so  the  same  day  I  opened  the 
abdomen  a  second  time.  I  thought  it  was  possible  I  should 
find  thrombosis  in  the  internal  iliac,  and  I  decided,  if  so, 
to  ligature  it.  On  opening  the  abdomen,  however,  I  found 
that  owing  to  the  thickening  of  the  tissues  of  the  posterior 
wall  of  the  pelvis,  the  result  of  the  previous  operation,  it 
was  impossible  to  identify  the  veins,  and  that  there  was 
certainly  no  thrombosis — at  any  rate,  in  the  upper  part  of 
the  internal  iliac.  The  site  from  which  the  ovarian  vein 
was  removed  was  in  a  comparatively  healthy  state,  and 
the  general  peritoneal  cavity  was  quite  healthy.  The 
thickening  around  the  uterine  vessels  was  very  obvious, 
and  so  I  cut  down  on  to  them  along  the  right  side  of  the 
uterus,  and  came  to  a  small  collection  of  pus  round  the 
vessels.  I  cut  the  latter  across,  and  I  think  pus  came  out 
of  some  of  the  veins.     I  found  the  pus  burrowing  outwards 
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along  the  course  of  the  vessels,  and  also  following  them 
inwards  into  the  uterus.  I,  therefore,  decided  to  remove 
the  uterus  and  did  so.  I  also  opened  per  vaginam,  and 
drained  the  abscess  under  the  vaginal  mucous  membrane, 
which,  from  the  course  it  ran,  appeared  to  lie  in  a  vein. 
On  examining  the  uterus  subsequently  the  mucous  mem- 
brane was  in  a  sloughy  condition,  suggesting  a  septic  endo- 
metritis. The  patient  stood  the  operation  well,  considering 
her  state,  and  after  it  her  pulse  steadily  fell  until  at  8  a.m. 
the  following  day  it  was  only  110,  and  her  temperature 
980F.  She  slept  well  during  almost  the  entire  night. 
From  8  a.m.,  however,  both  temperature  and  pulse  began 
to  rise,  and  at  8  p.m.  her  temperature  was  104°  F.,  and 
pulse  150.  The  next  day  her  condition  was  very  much  what 
it  had  been  prior  to  operation,  repeated  rigors,  a  tempera- 
ture ranging  between  104°  F.  and  105OF.,  and  a  pulse-rate 
reaching  up  to  160.  I  did  not  expect  her  to  survive  that 
night,  but,  to  my  surprise,  the  next  day  she  seemed  de- 
cidedly better.  The  improvement,  however,  was  only  tem- 
porary, and  on  the  thirty-fifth  day  she  began  to  show  signs 
of  septic  infarctions  in  the  lungs,  and  died  on  the  forty- 
second  day. 

Now,  in  spite  of  the  result  of  this  case,  I  still  consider 
that  it  in  no  way  contra-indicates  operation  in  such  cases, 
but  rather  that  it  shows  that  operation  is  distinctly  advis- 
able.    I   have   no   doubt  in  my  own  mind   that,   if  the 
patient  had  not  been  operated  on  the  first  time,   death 
would  have  resulted  in  a  comparatively  short  time.    Septic 
peritonitis  was  just  starting,  and  jdus  was  apparently  dis- 
charging freely  from  the  ovarian  vein  into  the  vena  cava. 
I  think  that  if  I  had  operated  at  an  earlier  date,  when  the 
condition  present  more  resembled  that  found  in  my  first 
case,  the  patient's  life  might  have  been  saved.    Even  as  it 
was,  she  got  over  the  first  operation  most  satisfactorily, 
there  was  no  attempt  at  septic  peritonitis,  and  had  it  not 
been  for  subsequent  thrombosis  extending  from  the  uterus 
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into  the  other  veins,  I  think  that  her  life  would  have  been 
saved. 

It  will  be  noted  that  in  each  of  the  three  foregoing 
cases  there  were  definite  physical  signs  found  before 
operation  in  addition  to  the  presence  of  intermittent  high 
temperature  and  recurrent  rigors.  I  will  refer  again  to 
the  nature  of  the  physical  signs  as  a  diagnostic  element  of 
the  case.  The  fourth  case  I  have  left  to  the  last  because, 
as  I  have  already  mentioned,  I  operated  here  in  the 
absence  of  physical  signs  though  in  the  presence  of  definite 
pyasmic  symptoms. 

Case  IV. — M.  N.,  aged  twenty-six,  was  admitted  to  the 
hospital  on  September  11,  1912.  It  was  her  first  pregnancy, 
and  she  was  at  full  time.  Labour  occurred  a  few  days 
after  admission,  the  patient  having  been  examined  twice 
by  the  same  nurse.  The  labour  was  normal,  save  for 
laceration  of  the  perineum,  which  was  sutured  with  several 
sutures  of  silk-worm  gut.  The  patient's  temperature  re- 
mained normal  until  the  fifth  day,  when  she  had  a  rigor,  in 
which  the  temperature  reached  104.5°  F.,  and  the  pulse 
120.  The  uterus  was  douched  and  found  to  be  empty.  A 
culture  was  taken  and  diplococci  were  seen  to  be  present. 
The  perineum  was  found  to  be  very  unhealthy,  and  the 
stitches  were  taken  out  and  the  wound  dusted  with  iodo- 
form. The  next  day  she  had  another  rigor,  the  temperature 
reaching  103°  F.,  and  the  following  morning  a  third,  the 
temperature  reaching  to  the  same  height.  The  following 
day,  in  the  evening,  the  temperature  rose  to  104.5°  F.,  and 
the  pulse  to  110,  but  the  next  morning  both  were  normal. 
Vaccine  injections  were  begun  on  the  sixth  day,  and  con- 
tinued every  second  day  throughout — streptococcal  vaccine 
in  doses  of  5,000,000  being  given  until  the  twelfth  day, 
when  a  staphylococcal  vaccine  was  also  given  in  doses  of 
25,000,000.  On  the  tenth  day  the  patient  again  had  a  rigor, 
followed  by  a  second  on  the  eleventh  day.  On  the  twelfth 
day  I  decided  to  operate,  though  I  could  not  get  any 
definite  physical  signs.     On  opening  the  abdomen  the  broad 
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ligaments  were  found  to  be  normal,  and  there  was  no 
thrombosis  in  any  of  the  pelvic  veins.  The  uterus  was 
large,  and,  taking  the  history  of  the  patient  into  account,  I 
came  to  the  conclusion  that  it  was  the  probable  source  of 
the  infection,  and,  therefore,  perfomied  hysterectomy.  The 
patient  stood  the  operation,  which  was  a  short  one,  well, 
and  for  the  next  few  days  seemed  to  be  rather  better.  How- 
ever, on  the  fourth  day  after  operation,  high  temperature 
again  occun-ed,  reaching  104°  F.,  with  pulse  varying  between 
120  and  130.  A  very  fluctuating  temperature  followed  for 
the  next  week,  culminating  on  the  twelfth  day  after 
operation  in  a  temperature  of  106. 20F.,  and  a  pulse-rate  of 
-  148.  At  this  time  she  had  several  rigors.  The  next  day 
the  temperature  dropped,  and  she  appeared  better,  but  the 
day  after  a  relapse  again  occuiTed,  and  for  the  next  three 
weeks  her  temperature  chart  is  a  series  of  up  and  down 
lines  with  a  maximum  of  106°  F.,  and  a  minimum  of  97o  F. 
Vaccines  were  administered  throughout,  but  produced  no 
effect.  The  patient's  condition  gradually  became  worse, 
and,  on  the  thirty-eighth  day.  she  died.  The  report  of  the 
post-mortein  examination  is  given  later. 

Here  it  is  enough  to  say  that  thrombosis  of  the  pelvic 
veins  and  principally  of  the  ovarian  veins  was  found,  and 
that,  if  I  had  looked  for  this  and  had  operated  a  second 
time,  it  is  quite  possible  her  life  might  have  been  saved. 
As  this  paper  deals  primarily  with  the  operative  treatment 
of  pelvic  thrombosis,  and,  as  there  was  no  pelvic  throm- 
bosis present  at  the  time  of  operation,  I  exclude  the  case 
from  present  consideration,  and  confine  myself  to  the  first 
three  cases. 

The  first  point  that  strikes  one  is  that  I  was  very  lucky  in 
the  type  of  case  with  which  I  had  to  deal.  If  one  studies 
Professor  Whitridge  Williams'  paper,  to  which  I  have 
already  alluded,  the  point  that  is  most  strikingly  brought 
out  is  that,  as  one  would  expect,  the  greater  the  number  of 
thrombosed  vessels,  the  worse  the  prognosis  after  opera- 
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tion.     Thus,  thrombosis  of  the  lower  portion  of  the  vena 
cava  is   always  fatal.     Thrombosis  of   the   internal   iliac 
veins  at  both  sides  is  almost  always  fatal.     Thrombosis  of 
one  internal  iliac  vein  gives  a  slightly  better  prospect  of 
success.     Thrombosis  of  both  uterine  veins  is  less  posi- 
tively fatal  than  thrombosis  of  the  internal  iliac  vein,  but 
still  it  is  a  most  serious  complication.     Thrombosis  of  one 
uterine  vein  is  less  serious  and  thrombosis  of  one  ovarian 
vein  is  the  least  serious  of  all.    Indeed,  in  the  last  class  of 
case.  Professor  Williams  places  the  mortality  after  opera- 
tion at  only  10  per  cent.     We  must,  therefore,  accept 
positively  that  my  cases  were  the  most  suitable  one  could 
have  for  operation.     It  is,  however,  not  unimportant  to 
note  that  in  these  three  cases,  and  in  the  two  fatal  cases 
which  occurred  before  operation  was  undertaken,  it  was 
the  ovarian  veins  alone  that  were  affected,  thereby  sug- 
gesting that  this  is  probably  the  most  frequent   site  of 
thrombosis  in  puerperal  pyeemia,  and  also  suggesting  that 
the  greater   part   of  the   placental   site  normally   drains 
through  the  ovarian  and  not  the  uterine  veins.     Assuming 
that  my  cases  were  favourable  for  operation,  what  might 
one  reasonably  expect  to  have  been  their  termination  if 
expectant  treatment  had  been  adopted  ?    I  think  there  can 
only  be  the  one  answer  to  this  question.    In  the  first  case, 
a  few  days  would  have  seen  a  discharge  of  pus  through  the 
ovarian  vein  into  the  vena  cava.     In  the  third  case,  we 
have  practically   the  first  case   repeated,   but   seen  at  a 
later  stage,  and  with  the  later  complications.     That  is  to 
say,  the  pus  in  the  ovarian  vein  had  almost  reached,  if, 
indeed,   it   had   not   completely  reached,  the  vena   cava, 
septic    peritonitis    was    on    the    point    of    starting,    and 
localised  abscesses  round  the  course  of  the  ovarian  vein 
had  already  occurred.     One  could  hardly  have  had  a  more 
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unsatisfactory  case  for  operation,  and  one  certainly  could 
not  have  looked  for  any  favourable  termination  from  ex- 
pectant treatment.  The  second  case  admits  of  a  little 
more  doubt,  but,  in  view  of  the  persistence  of  the  sym- 
ptoms after  operation,  presumably  as  a  result  of  con- 
tinued infection  from  the  portion  of  the  ovarian  vein 
that  was  left  behind,  one  can  have  very  little  doubt  as 
to  what  its  termination  would  have  been  if  left  alone. 

The  method  of  operating  which  I  adopted  is  not  the 
only  one.  There  are  at  least  two  other  courses  possible. 
One  is  to  gain  access  to  the  vein  in  an  extra-peritoneal 
instead  of  a  transperitoneal  manner.  The  defects  of 
this  procedure  are,  however,  considerable,  and  the  re- 
sults are  worse  than  are  those  of  the  transperitoneal 
operation.  I  think  this  route  has  been  abandoned,  as 
has  also  operation  through  the  vagina.  The  second 
course  is  to  perform  simple  ligature  of  the  veins  instead 
of  removal.  This  is  a  course  which  is  apparently  well 
worthy  of  consideration,  and,  indeed,  in  view  of  certain 
cases  that  have  been  already  recorded,  it  is  a  question 
whether  it  is  not  sometimes  the  better  method.  Perhaps 
my  second  case  was  one  of  these,  and  that  here  ligation 
would  have  furnished  equally  good  results  to  extirpation. 
I  cannot,  however,  think  that  in  either  the  first  or  the 
third  case  it  could  have  succeeded.  It  might  and  pos- 
sibly would  have  cut  off  the  infected  emboli  from  the 
general  circulation,  but  it  would  have  left  the  patient 
with  an  infection  of  an  extensive  character  in  very  close 
contact  with  the  peritoneal  cavity.  The  after-history 
would  probably  be  one  of  pelvic  abscess,  if  not  of 
general  peritonitis.  The  latter  complication  would,  in 
my  opinion,  almost  certainly  have  resulted  in  my  third 
case,     I  should,  therefore,  be  inclined  to  say  that,  if  the 
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thrombosis  is  associated  with  pus  formation,  or  with 
extensive  periphlebitic  inflammation,  extirpation  of  the 
veins  should  be  carried  out.  Whereas,  on  the  other 
hand,  when  one  is  dealing  with  thrombosis  alone  in 
which  suppuration  has  not  as  yet  begun,  ligature  may  be 
sufficient.  It  is,  however,  rather  hard  to  regard  a  course 
which  entails  the  leaving  behind  of  a  septic  focus  as  a 
surgical  procedure. 

When  one  comes  to  deal  with  other  veins  than  the 
ovarian,  the  question  of  ligature  or  extirpation  is  more 
important.  In  the  case  of  the  ovarian  vein  extirpation 
is  almost  as  easy  as  ligature,  but  in  the  case  of  the 
uterine,  and  more  particularly  in  the  case  of  the  internal 
iliac  veins,  ligature  is  necessarily  considerably  more 
simple.  One  of  the  most  recent  papers  which  I  have 
been  able  to  find  in  which  ligature  of  veins  is  dealt  with 
is  that  by  Warnickros  of  Bumm's  Clinic*  He  considers 
that,  where  there  is  extensive  thrombosis,  the  most 
favourable  site  for  the  application  of  the  ligature  is  on 
the  common  iliac  vein  on  the  affected  side.  If  the 
thrombotic  process,  as  in  some  of  his  cases,  extends  above 
this  point,  the  vena  cava,  he  says,  may  be  tied  without 
fear  of  subsequent  obstruction  gangrene  (?),  as  a 
collateral  circulation  is  undoubtedly  established  in  such 
cases. 

Without  going  into  these  cases  which  one  recognises 
as  still  open  to  question,  I  think  that  from  the  con- 
siderations I  have  brought  before  you,  taken  in  con- 
junction with  those  collected  by  Professor  Williams,  one 
must  admit  that  there  is  a  most  important  place  in  the 
treatment  of  pyaemia  for  surgical  methods.  Of  course, 
as  a  new  line  of  treatment,  it  will  be  subjected  to  very 
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careful  criticism  and  examination,  but  I  believe  that  in 
certain  cases,  at  any  rate,  it  will  eventually  be  univer- 
sally adopted.  On  the  other  hand,  as  an  instance  of  an 
opposite  opinion,  I  may  quote  Professor  Hirst,  who 
writes:—"!  have  very  rarely  seen  a  condition  of  the 
ovarian  veins  that  called  for  their  Figation  or  removal. 
Thrombophlebitis  as  the  sole  cause  of  an  operation  and 
as  the  only  thing  to  be  removed  is  not  yet  demonstrated 
to  the  majority  of  surgeons."  If  this  means  that  the 
majority  of  surgeons  have  not  yet  looked  for  and  so  have 
not  seen  such  cases,  Professor  Hirst's  remark  is,  of 
course,  true.  If,  on  the  other  hand,  it  means  that  such 
cases  do  not  occur,  I  think  this  paper  proves  its  error. 

The  position  of  the  matter  at  the  present  time  is  not 
that  we  have  still  to  demonstrate  the  advisability  of 
operation  in  suitable  cases.  I  think  we  may  definitely 
accept  this.  The  real  point  is,  how  can  we  recognise  the 
suitable  case?  Two  factors  help  us— the  symptoms  of 
the  patient  and  the  results  of  a  bi-manual  examination. 
The  occurrence  of  rigors,  marked  intermissions  of  tem- 
perature, fluctuations  in  the  range  of  the  pulse,  are  in 
all  probability  always  met  with  in  cases  of  thrombosis  of 
septic  origin.  My  fourth  case,  however,  demonstrates, 
if  demonstration  is  necessary,  that  similar  symptoms 
may  occur  when  thrombosis ,  can  not  be  found.  I  can 
also  bring  forward  a  case  in  which  there  was  extensive 
thrombosis  of  the  pelvic  veins  terminating  in  the  death 
of  the  patient  on  the  forty-second  day  after  delivery,  and 
in  which  only  a  few  and  very  w^idely  separated  rigors 
occurred.  It  is  thus  evident  that  the  symptoms  of  the 
patient  may  be  insufficient  or  misleading. 

There  remains  the  bi-manual  examination  of  the 
pelvis,  and  the  experience  of  others  appears  to  correspond 
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with  mine,  that,  with  pelvic  thrombosis  present,  one  will 
find  definite  and  very  fairly  characteristic  physical  sic^ns. 
The  two  conditions  which  one  is  most  likely  to  confuse 
with  thrombosis  are,  I  fancy,  pyosalpinx  and  cellulitis 
in  the  broad  ligament — that  is  to  say,  cellulitis  without 
thrombosis.  I  think  in  both  these  conditions  one  would 
expect,  not  so  much  recurrent  rigors,  as  a  more  or  less 
persistent  range  of  high  temperature  associated  with  con- 
siderable pain.  In  the  thrombotic  cases,  pain  appears 
to  be  almost  absent,  except  perhaps  at  the  start  of  the 
thrombosis,  when  it  is  sometimes  present  along  the 
course  of  the  affected  vein.  Then,  in  cellulitis,  the 
effusion  in  the  broad  ligament  extends  out  to  the  pelvic 
brim  and  is  firmly  attached  to'  the  pelvic  wall  so  that  the 
broad  ligament  is  very  fixed.  In  the  thrombotic  cases 
that  T  have  seen,  on  the  other  hand,  even  when  there 
was  a  considerable  amount  of  cellular  infiltration  round 
the  thrombosed  vein,  the  broad  ligament  was  not  fixed. 
Moreover,  I  think  cellulitis  is  usually  tender,  and  cer- 
tainly a  pyosalpinx  in  its  acute  stage  is  highly  tender. 
In  thrombosis,  on  the  other  hand,  tenderness  is  not  well 
marked,  and  when  present  is  usually  slight.  I  should 
then  be  inclined  to  say  that  a  patient  with  rigors  and  an 
intermittent  temperature  and  pulse  rate,  in  whom  a  cord- 
like swelling  can  be  found  in  the  broad  ligament  or  pass- 
ing across  the  walls  of  the  pelvic  cavity,  is  positively 
suffering  from  thrombosis  of  the  pelvic  veins.  Further, 
that  if  one  finds,  instead  of  cord-like  swellings,  one  firm 
swelling,  not  markedly  tender,  not  firmly  fixed  to  the 
pelvic  walls,  not  fluctuating,  a  diagnosis  of  thrombosis 
with  considerable  perivenous  inflammation  may  safely  be 
made.  How  far  one  is  justified  in  performing  an  ex- 
ploratory laparotomy  in  the  presence  of  marked  pyt^mic 
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symptoms,  when  definite  thrombosis  cannot  be  felt  by 
bi-manual  examination,  is  another  question.  The  case 
I  record  ended  fatally,  but  I  do  not  think  that  any  one 
who  looks  at  the  chart  will  consider  that  the  operation 
in  any  way  contributed  to  the  patient's  death.  She 
rallied  well  from  it,  and,  but  for  the  later  occurrence  of 
thrombosis  in  the  pelvic  veins,  I  think  one  might  have 
expected  a  good  result.  This  case,  however,  raises  the 
question  of  hysterectomy  in  pyaemia,  and  this  is  another 
matter  with  which  for  the  time  being  I  am  not  con- 
cerned. 

REPORTS     BY     DR.    ROWLETTE,     PATHOLOGIST    TO     THE    HOS- 
PITAL,   ON   THE    SPECIMENS    REMOVED   BY    OPERATORS. 

Case  I. — C.  M. — The  specimen  removed  is  a  conical 
mass  of  connective  tissue,  five  inches  in  length,  together 
with  the  ovanj.  The  latter  is  large  (2  inches  in  diameter) 
and  soft,  and  shows  a  corpus  luteum.  The  tip  of  the 
conical  mass  presents  a  vein,  one-third  inch  in  diameter, 
filled  with  firm  thrombus.  One  inch  from  the  end,  the  vein 
wall  has  disappeared,  and  the  surrounding  tissue  is  broken 
down,  leaving  an  oval  abscess  cavity,  filled  with  pus.  At 
the  other  end  of  the  cavity  the  vein  is  again  found,  and  is 
thrombosed.  Several  smaller  veins  are  found  embedded  in 
the  connective   tissue,   and  filled  with  thrombi. 

Microscopic  exarnination. — The  connective  tiss^ie  is 
densely  infiltrated  with  polymorphonuclear  leucocytes.  The 
tissue  along  the  vein  walls  is  rnore  densely  infiltrated.  The 
thrombi  are  also  densely  infiltrated.  The  contents  of  the 
abscess  cavity  show  no  sign  of  thrombus. 

In  smears  of  the  p^ls  a  coccus  and  a  Gram-negative 
bacillus  were  found.  Cultures  proved  the  latter  to  be  B. 
cnli. 

The  ovary  is  oedematous,  and  at  the  surface  shows  some 
infiltration  with  polymorphonuclear  leucocytes. 

Case  II.  M.  D. — The  specimens  removed  consists  of  the 
ovary  and  part  of  the  broad  ligament.    The  ovary  is  normal  in 
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appearance.  The  peritoneum  of  the  broad  ligament  is  par- 
tially covered  with  a  white  purulent  exudate.  In  the  sub- 
stance of  the  ligament  is  felt  a  firm  cord  four  inches  in  length, 
as  thick  as  a  lead  pencil.  Close  to  it  lies  a  sicollen  vein  filled 
with  firm  thrombus. 

Microscopic  examination. — The  ovary  is  normal.  The  cord 
is  found  to  be  an  occluded  artery  with  thick  walls.  These 
walls  consist  chiefly  of  fibrous  tissue,  the  outer  coat  being 
infiltrated  with  polymorphonuclear  leucocytes.  Contained 
in  the  tube  is  an  organised  thrombus. 

The  vein  trail  is  similarly  infiltrated,  as  also  the  contained 
thrombus. 

The  connective  tissue  of  the  broad  ligament  shows  a  minor 
degree  of  infiltration,  and  is  congested. 

Bacteriological  examination  was  negative. 

Case  III. — K.  W. —  The  first  specimen  consists  of  ovary, 
tube,  and  part  of  broad  ligament.  The  entire  mass  is  bright 
red  in  colour,  and  covered  with  a  purulent  exudate. 

The  ovary  is  large,  globular  (2  inches  diameter),  soft,  and 
oedematous. 

The  tube  is  thick  and  soft,  and  the  fimbria  are  adherent. 

The  connective  tissue  of  the  broad  ligament  is  firm,  and 
there  is  a  cylindrical  solid  mass  running  from  the  ovary  to 
the  uterus.  Embedded  in  this  mass  are  several  veins,  which, 
on  section,  exude  pus. 

Microscopic  examination. — The  ovary  is  oedematous  and 
infiltrated  with  polymorphonuclear  leucocytes. 

The  tube  is,  as  regards  its  outer  coats,  similarly  affected, 
but  the  mucous  membrane  is  normal. 

The  connective  tissue  of  the  broad  ligament  is  also  in- 
flamed, particularly  in  the  solid  tissue  surrounding  the  veins. 

The  walls  of  the  veins  are  densely  infiltrated. 

The  pus  contained  a  large  variety  of  cocci  and  bacilli,  in- 
cluding streptococcus  and  various  saprophytes. 

The  second  specimen  consists  of  the  uterus.  It  is  soft  and 
oedematous,  and  shows  a  patch  of  inflamed  and  necrotic 
endometrium  on  the  posterior  wall. 

Microscopic  examination. — The  muscle  of  the  uterine 
wall  is  (Edematous  and  infiltrated  with  polymorphonuclear 
leucocytes. 
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The  endometrium  is  also  inflamed,  and  is  necrosed  in  the 
patch  mentioned. 

Streptococci  and  various  saprophytes  were  obtained  by 
culture  therefrom. 


ADDENDUM. 

Since  writing  the  foregoing,  another  case  of  pyaemia 
has  come  under  my  care,  the  features  of  which  are  so 
striking  as  to  warrant  very  close  attention. 

Case  V. — M.  McC,  aged  twenty-seven;  in  her  first 
pregnancy,  was  confined  on  March  13,  1913.  Two  days 
later  she  had  a  rigor,  and  the  rigors  occurred  practically  at 
daily  intervals  for  fourteen  days. 

On  several  occasions  I  made  a  careful  pelvic  examina- 
tion, but  could  never  find  any  evidence  of  thrombosis.  She 
became  gradually  worse,  and,  on  the  thirteenth  day,  as 
she  was  rapidly  going  to  the  bad,  I  decided  that  I  would 
operate.  It  was  obvious  that  there  was  no  thrombosis  of 
pelvic  veins,  so  that  no  question  of  excision  arose.  In  view 
of  the  other  case  of  a  similar  kind,  which  I  have  recorded  in 
the  foregoing  paper  (vide  Case  IV.),  I  was  not  in  favour  of 
a  hysterectomy,  and  so  I  decided  to  open  the  abdominal 
cavity  and  tie  the  ovarian  vein,  doing  nothing  else.  My 
object  in  this  was  to  cut  off  the  supply  of  infected  emboli 
that  were  coming  from  the  placental  site.  Accordingly,  I 
opened  the  abdomen  on  the  fifteenth  day  after  the  confine- 
ment, and,  as  I  expected,  found  no  evidence  of  any  intro- 
pelvic  or  peritoneal  trouble.  Accordingly,  I  ligatured  both 
sets  of  veins,  at  the  infundibulo-pelvic  ligament,  and 
divided  them.  The  veins  in  the  right  broad  ligament  burst, 
presumably  showing  that  they  drained  the  placental  site, 
and  I  had  to  retie  them  in  a  couple  of  other  places,  other- 
wise there  was  nothing  special  to  record  of  the  operation. 
The  after-history  of  the  patient  is  vei-y  clear. 

Two  evenings  after  the  operation  there  was  a  temperature 
of  100.50  F.,  and  on  the  third  evening  a  temperature  of 
101°  F.     It,  however,  fell  to  normal  the  next  day,  and  the 
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remainder  of  her  convalescence  was  practically  afebrile.  I 
may  also  say  that  both  before  and  after  operation  the  patient 
received  regular  injections  of  vaccine. 


Professor  Alfred  Smith  said  that  anything  which  goes  to 
advance  knowledge  of  the  operative  treatment  for  thrombosis 
of  the  pelvic  veins  represented  a  distinct  step.  Dr.  Jellett 
was  to  be  congratulated  in  having  got  within  a  comparatively 
short  period  so  iTiany  cases,  and  that  he  was  justified  in  per- 
forming the  operation.  Could  they,  from  listening  to  the 
paper,  draw  any  conclusions  which  would  be  helpful  in  future 
practice?  The  opinion  amongst  those  who  had  operated 
seemed  to  depend  more  on  the  conditions  found  bi-manually 
than  on  the  rise  of  temperature  and  comparatively  slow 
pulse — i.e.,  the  frequency  with  which  the  ovarian  vein  was 
thrombosed  was  interesting,  and  he  raised  the  point  that  it 
was  possible  that  if  infection  was  spread  from  the  placental 
site  it  was  carried  through  the  ovarian  vein.  Taylor,  of 
Birmingham,  suggested  that  in  suitable  cases  operation 
should  be  by  the  vaginal  route,  and  he  (Dr.  Smith)  con- 
sidered Taylor  remarkably  successful  in  the  cases  in  which  he 
operated. 

Dr.  Sheill  said  there  were  many  points  of  interest,  and 
he  thought  not  the  least  was  the  one  which  refers  to  the  fact 
of  infection  taking  place  more  frequently  on  the  right  side 
than  on  the  left.  He  suggested  that  this  was  attributable  to 
the  fact  that  most  examiners  were  right-handed,  and  the 
tendency  was  for  the  examining  finger  to  be  brought  to  the 
right  side  of  the  patient,  and  that  possibly  ulceration  of  the 
cervix  might  have  taken  up  the  infection  thus. 

Mr.  Pearson  said  he  was  struck  by  Dr.  Jellett's 
remark  when  discussing  the  diagnosis — i.e.,  that  two  other 
conditions  might  be  taken  for  it — but  he  considered  that  in 
either  of  the  conditions  suggested  operation  was  also  indi- 
cated. On  anatomical  grounds  it  was  to  be  expected  that  the 
uterine  vessels  would  be  open  to  infection  more  than  the 
ovarian  veins.  With  regard  to  the  technique,  it  should  be 
borne  in  mind  that  before  proceeding  to  follow  up  the  veins 
the  first  step  should  be  to  expose  the  ovarian  vein  where  it 
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entered  the  vena  cava  or  left  renal  vein  and  divide  it.  It 
was,  he  thought,  important  to  start  as  far  away  as  possible 
from  the  focus  of  infection.  Ee  noticed  that  the  cases  in 
which  thrombosis  existed  were  apparently  more  favourable 
than  where  there  was  no  clot  in  the  vein.  This  was  probably 
due  to  the  virulence  of  the  organism  present  preventing 
thrombosis  in  the  severer  cases.  He  had  found  vaccines  of 
little  use  in  cases  of  acute  infection,  and  it  seemed  to  him 
irrational  to  give  a  vaccine  in  acute  sepsis,  but  he  had  seen 
serum  do  good  in  several  cases.  After-treatment  he  con- 
sidered as  important  as  operation.  Important  after-treat- 
ment appeared  to  be  to  saturate  with  as  much  liquid  as  pos- 
sible, so  as  to  get  the  kidneys  to  excrete  the  toxins  and 
thereby  wash  out  the  whole  system. 

Dr.  Eowlette  said  that  Dr.  Jellett  spoke  of  the  generally 
unsatisfactory  results  of  vaccines  in  cases  of  thrombosis,  and 
he  agreed  with  him  that  they  were  usually  unsatisfactory,  but 
that  this  experience  was  curiously  in  contrast  with  the 
American  reports,  in  which  the  results  were  said  to  be  ex- 
cellent in  cases  of  thrombosis  as  compared  with  the  results  in 
sepsis  without  thrombosis.  He  thought  that  the  reason  for 
our  results  being  unsatisfactory  was  that  in  nearly  every  case 
of  thrombosis  there  was  a  mixed  infection.  He  had  recently, 
however,  experienced  two  cases  where  vaccine  was  the  only 
treatment  adopted,  and  was  successful.  One  was  a"  case  of 
acute  puerperal  melancholia  and  pyaemia,  and  an  autogenous 
Staphylococcus  aureus  vaccine  was  given  with  quite  satisfac- 
tory results.  The  second  case  was  much  more  serious,  and 
one  in  which  he  thought  at  first  that  any  treatment  would 
be  hopeless.  There  was  thrombosis,  and  there  w^ere  infarcts  in 
the  lungs,  and  in  the  opinion  of  those  in  charge  of  the  case 
the  patient  was  hopelessly  ill  when  the  treatment  was 
started.  The  question  of  an  exploratory  operation  with  a 
view  to  removing  veins  was  discussed,  but  the  conclusion 
arrived  at  w^as  that  an  anaesthetic  would  cause  immediate 
death.  A  growth  of  streptococci  was  obtained  from  the 
venous  blood  and  a  vaccine  prepared.  The  temperature  and 
pulse  came  down  step  by  step,  and  the  general  condition  im- 
proved. In  a  week  the  patient  was  convalescent,  and 
though  an  attack  of  pleurisy  supervened  she  recovered 
completely.      It  was   one   of   the   worst   cases  of   puerperal 
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sepsis  he  had  ever  seen.  His  experience  of  vaccines  in 
acute  cases  of  sepsis  had  been  more  favourable  than  Mr. 
Pearson's. 

Dr.  Purefoy  said  that  he  had  seen  one  of  these  cases  in 
the  beginning  of  the  illness,  and  her  aspect  and  condition 
then  were  not  such  as  to  cause  anxiety.  There  was  local 
pain  and  slight  tenderness,  but  the  symptoms  remitted  so 
much  during  the  two  following  days  he  thought  that  the 
prognosis  was  favourable.  The  paper  was  a  very  valuable 
addition  to  the  comiiiunications  made  elsewhere  on  the 
subject,  as  it  might  be  inferred  that  these  cases  never  re- 
covered under  any  treatment.  He  considered  that  Dr. 
Jellett  was  correct  in  stating  that  60  or  70  per  cent,  did  not 
recover.  The  most  interesting  case  was  that  in  which  the 
ovarian  artery  showed  marked  degenerative  changes.  This 
has  not  been  pi'eviously  recorded.  Two  recent  writers 
mention  three  cases  of  the  kind  in  which  operation  was 
carried  out  without  success,  and  they  laid  down  the  prin- 
ciple that  where  organisms  were  found  in  the  patient  only 
during  rigor,  operation  was  indicated  and  would  probably 
be  successful;  but  where  the  organisms  are  found  at  any 
other  time  operation  is  not  indicated.  Dr.  Jellett  stated 
that  cellulitis  does  occur  without  thrombosis  in  the  affected 
area.  He  (Dr.  Purefoy)  thought  that  this  statement  lacks 
confirmation. 

Dr.  Jellett,  in  replying  to  the  remarks,  said  he  did  not 
mean  to  suggest  that  no  cases  of  pygemia  recovered.  What 
he  did  suggest,  and  what  he  thought  most  people  would  sub- 
stantiate, was  that  if  you  have  got  the  condition  of  throm- 
bosis of  veins  with  suppuration  the  mortality  must  be  some- 
thing near  100  per  cent.  He  was  glad  the  point  was  raised 
about  cellulitis  by  Dr.  Purefoy,  and  this  brought  him  to  the 
point  raised  by  Dr.  Pearson  that  infection  started  outside  the 
vein  and  then  got  into  it.  What  he  was  inclined  to  think  was 
that  in  the  case  of  cellulitis  one  has  first  an  infection  passing 
into  the  connective  tissue,  say  from  a  torn  cervix.  This  starts 
cellulitis,  and  as  the  result  of  the  latter  there  may  or  may  not 
be  some  thrombosis  in  the  veins.  He  considered  that  in 
septic  thrombosis,  on  the  other  hand,  the  infection  passed 
straight  into  the  open  veins  from  the  placental  site.  It  had 
been  questioned  whether  it  was  better  to  attack  the  throm- 
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bosed  ovarian  vein  from  below  or  from  above.  In  the  majority 
of  eases  he  thought  the  trans-peritoneal  operation  was  the 
better.  He  was  indebted  to  Dr.  Pearson  for  his  remarks 
about  the  ligature  on  the  upper  part  of  the  ovarian  vein.  He 
considered  that  Dr.  Sheill's  suggestion  might  account  for  in- 
fection of  the  vaginal  mucous  membrane,  but  it  would  not 
account  for  infection  of  the  placental  site.  In  conclusion,  he 
recognised  that  the  question  of  operation  in  these  cases  is 
still  one  for  very  grave  discussion,  but  that  in  cases  such  as 
those  he  brought  forward  it  was  positively  indicated. 
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CLINICAL  NOTES  OF  TWO  INSTRUCTIVE  CASES 
OF    UTERINE   RUPTURE. 

By  J.   SPENCER  SHEILL,  M.D.,  F.R.C.P.I. ; 

Assistant  Master,  Coombe  Hospital ; 
[Read  in  the  Section  of  Obstetrics,  March  7,  1913.] 

I  H.WE  had  the  misfortune  to  attend  personally  two  cases 
of  uterine  rupture  occurrino-  during  parturition.  One  of 
them  is  a  very  dark  spot  upon  my  memory,  the  other,  I  am 
pleased  to  say,  came  to  a  most  favourable  termination. 
From  the  point  of  view  of  instructiveness,  the  fatal  case 
was  perhaps  the  more  interesting,  but  both  cases  give 
plenty  of  food  for  thought. 

I  bring  the  notes  of  these  cases  before  you  to-night 
because  I  feel  that  of  all  the  complications  of  child-birth 
there  is  none  in  which  the  old  saying,  "prevention  is 
better  than  cure,"  applies  more  forcibly,  save  and  except 
perhaps  post-partum  haemorrhage,  and  if  only,  by  reason 
of  its  greater  frequency  and  its  more  hopeful  and  success- 
ful treatment  if  taken  in  time  and  treated  intelligently. 

There  is  little  room  for  difference  of  opinion  regarding 
what  is  best  to  be  done  in  uterine  rupture  has  been 
recognised,  and  it  is  probable  that,  with  the  exception  of 
improvement  in  operative  technique,  Uttle  advancement 
may  be  expected  in  our  present-day  treatment  of  com- 
plete rupture  of  the  uterus. 

But  it  is  not  so  w'ith  regard  to  preventive  or  diagnostic 
measures ;  in  this  direction  there  is  ample  scope  for  a  still 
further  reduction  in  the  number  of  cases  of  this  appalling 
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accident,  although  we  recognise  that  while  human  beings 
remain  Hable  to  error  and  miscalculation  there  must 
always  exist  an  irreducible  minimum. 

It  may  be  only  a  coincidence,  bnt  I  am  inclined  to 
think  not,  that  the  husband  of  each  of  the  patients  was 
a  drunkard.  The  women  were  "worn,"  physically  and 
mentally— the  former  by  quick  succeeding  pregnancies 
and  over- work,  the  latter  by  fret  and  worry  in  trying  to 
make  ends  meet  on  the  paltry  remnant  of  wage  left  after 
the  husband's  debauchery.  This  class  of  woman  is  only 
too  frequently  encountered  amongst  the  artisan  class, 
although  but  a  small  percentage  of  them  are  unfortunate 
enough  to  suffer  from  uterine  rupture.  Nevertheless,  this 
condition  cannot  but  be  considered  as  one  of  the  predis- 
posing causes  of  the  subject  under  consideration. 

My  first  case  was  a  3-para  of  just  over  thirty  years  of 
age;  her  pelvis  was  normal,  and  her  previous  confine- 
ments were,  I  was  told,  natural  and  uneventful.  She  was 
at  term,  and  her  labour  was  not  unduly  prolonged.  I  was 
sent  for  by  the  doctor  in  attendance  with  a  view  to  ter- 
minating the  second  stage  by  forceps,  as  he  considered 
she  had  suffered  long  enough,  and  was,  to  use  his  own 
phrase,  "  getting  weak."  Before  my  arrival  he  had  used 
some  fundal  pressure  to  aid  delivery,  and  I  am  satisfied, 
from  my  knowledge  of  him,' that  much  force  was  not 
used.    The  head  was  visible  at  the  vulva  on  my  arrival. 

I  found  the  patient  in  a  state  of  collapse,  small,  rapid 
pulse,  pallor,  sighing  respiration,  inclined  to  faint,  &c. 
The  pains  had  almost  subsided  following  one  very  acute 
pain.  Palpation  gave  no  information  suggestive  of  uterine 
rupture.  The  child  was  easily  delivered  by  forceps ;  the 
uterus  contracted  fairly  well ;  there  was  but  slight  post- 
partum haemorrhage,  and  the  placenta  could  nol  be  ex- 
T.  s 
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pelled.  The  patient,  her  hiishancl,  and  others  firmly  re- 
fused any  operative  interference  ^^hatsoever,  and  nolhin;^ 
was  permitted  to  be  done  save  the  administration  of  saline 
infusions  and  stinndants,  which  latter  probably  only 
hastened  the  end.  Rhe  died  in  about  four  hours,  with  the 
third  stage  uncomjjleted.  There  was  no  posl-inorloii 
examination,  so  a  captious  critic  might  suggest,  as  the 
cause  of  death,  rupture  of  the  liver,  or  spleen,  or  of  the 
mesenteric  vessels,  and  so  on  ;  at  thai  time  it  might  even 
have  been  classified  as  a  case  of  '"  labour  shock."  How- 
ever, with  a  train  of  signs  and  symptoms  indicating  in- 
ternal hiemorrhage,  and  the  previous  history,  as  T  have 
already  described  it,  T  think  the  logical  conclusion  nnist 
be  that  it  was  a  case  of  uterine  rupture.  , 

This  case  can  only  be  described  as  a  real  disaster  and  a 
life  unnecessarily  sacrificed,  for  T  cannot  help  feeling  thai 
a  manual  removal  of  the  placenta,  a  |)al]')ation  of  a  partial 
or  complete  rent  in  the  uterus,  and  a  jilugging,  followed, 
if  necesary,  l)y  an  o]ieration,  would  have  held  out  a  fan* 
]irospect  of  recovery.     I  may  say  that  the  child  lived. 

T  might  never  have  brought  forward  notes  of  this  case 
but  for  the  fact  that  recently  T  have  had  a  second  case  of 
the  same  nature,  and  its  successful  termination  by  re- 
ducing my  maternal  mortality  from  100  to  50  per  cent, 
gave  me  courage. 

In  the  latter  case  the  woman  was  five  months  a  widow. 
She  had  had  five  children  ]ireviouslv.  Her  second  last 
jn-egnancy  terminated  with  a  still-born  infant,  and  was 
followed  by  "  fever,  inflammation,  and  douching,""  to  use 
her  own  words. 

According  to  the  patient "s  statement  and  that  of  the 
nurse  in  attendance,  she  had  been  six  or  eight  hours  in 
labour  before  I  was  sent  for.    It  was  not  a  case  for  which 
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my  services  were  engaged,  so  I  am  not  aware  of  all 
the  circumstances  except  through  a  second  ])arty.  It 
appears  ihat  three  days  previously  the  membranes  had 
ruptured,  described  as  "a  balloon  came  from  the  passage 
and  burst  with  a  gush  of  water."  At  10  p.m.,  after 
liaving  been  in  labour  six  or  seven  hours,  an  extra  severe 
|)ain  occiiried,  and  from  thence  forward  the  labour  pains 
ceased.  She  fainted,  and  became  progressively  weaker, 
uhilst  the  abdomen  became  more  and  more  tender  to 
louch. 

At  n  p.m.  T  was  called,  and  found  the  patient  in  bed, 
lying  upon  her  back,  pallid  in  the  face,  inclined  to  faint, 
her  pulse  180  and  thready.  There  was  a  little  sanguineous 
discharge  from  the  vidva. 

She  complained  bitterly  of  the  pain  caused  by  ab- 
dominal palpation,  and  she  was  obviously  exquisitely 
tender  there.  Being  a  very  lean  woman,  with  widely 
separated  recti,  the  foetus  could  l)e  felt  with  remarkable 
ease  free  in  the  abdominal  cavity,  but  I  was  unable  to 
palpate  the  head.  The  fundus  uteri  was  also  easily  made 
out  firmly  contracted  but  still  fairly  bulky ;  it  was  slightly 
to  the  right  of  the  middle  line,  and  about  the  size  of  a 
five  months  ]3regnancy.  I  caused  the  patient  to  be  trans- 
ferred without  delay  by  ambulance  to  the  Eotunda  Hos- 
pital, where  she  was  operated  on  by  Dr.  Purefoy  and  the 
Assistant  Master.  As  you  have  already  heard  from  Dr. 
Madill's  paper,  they  found  the  foetal  l)ody  free  amongst 
the  bowels,  the  head  and  ]ilacenta  still  within  the  uterus, 
which  had  contracted  upon  the  child's  neck  as  it  pro- 
truded through  a  large  postero-lateral  rent  in  the  organ. 
A  sub-total  hysterectomy  was  performed  with  excellent 
result,  and  T  recently  had  the  gratification  of  a  visit  from 
the  patient,  who  looked  and  felt  remarkably  well. 


ft 
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I  cannot  claim  that  these  two  cases  throw  any  new 
lifjht  npon  the  prevention  or  cure  of  cases  of  uterine  rup- 
ture, but  at  all  events  they  serve  to  emphasise  facts  already 
known . 

I  would  particularly  like  to  draw  the  attention  of  the 
vounpfer  members  present  to  one  or  two  points  which 
should  put  them  on  their  ffunvd  auaiust  uterine  I'upture 
when  practising  midwifery. 

There  is  the  previous  history  of  a  woman  debilitated  by 
her  circumstances. 

The  premature  ru]")ture  of  the  membranes  without 
apparent  cause  before  the  ont^et  of  labour. 

These  will  surrgest  careful  abdominal  pnlpation  which 
may  elicit  valuable  information. 

When  the  patient  is  in  labour,  the  presence  of  dry 
labour,  of  strong  pains  and  almost  tetanic  contractions, 
of  little  progress  in  spite  of  these,  and  the  rising  of  the 
"  retraction  ring  "  with  prominence  of  the  round  liga- 
ments, will  denote  impending  rupture. 

I  consider  ballooning  of  the  vagina  one  of  the  most 
valuable,  signs  of  threatened  rupture.  Tt  is  usually  coinci- 
dent with  the  rising  of  Bandl's  ring.  Yet  it  is  n  sign  T 
cannot  recall  having  seen  intelligently  described  in  any 
text-book  dealing  with  the  subject,  and  few  ]^ractitioners 
or  students  whom  T  have  spoken  to  of  it  appear  to  grasp 
its  significance  or  the  mechanism  which  causes  it. 

If  a  rupture  occurs,  the  signs  and  symptoms  of  internal 
hnfmorrhage ,  the  sudden  cessation  of  pains,  and  the  ab- 
dominal tenderness  make  a  picture  unlikely  to  be  mis- 
taken by  a  novice. 

As  for  the  cause  of  the  rupture  in  these  two  cases,  I 
regret  the  impossibility  of  definite  proofs.  Deformity  in 
mothers  or  infants  is  excluded,  as  are  also  malpresenta-.. 
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tions,  unless  in  the  second  case  it  be  suggested  that  the 
midwife  failed  to  recognise  a  brow  presentation.  This  1 
do  not  believe  to  have  been  the  case,  for  there  was  no  evi- 
dence on  the  part  of  either  mother  or  child  of  impaction 
at  the  brim.  In  neither  case  was  there  any  suggestion  of 
ergot  administration — that  is,  if  my  information  be 
correct.  In  other  words,  of  the  two  great  sub-divisions  of 
factors  leading"  to  uterine  rupture — that  is  patliological 
and  mechanical — I  think  the  latter  may  be  excluded.  The 
most  likely  causes  then  will  be  fibrous  degeneration  of  the 
uterine  wall  or  lateral  placenta  prccvia.  In  the  first  case 
either  v/as  possible,  perhaps  even  the  latter  probable,  yet 
it  remains  unproven.  It  is  quite  within  the  bounds  of 
possibility  that  there  had  been  in  the  previous  pregnancy 
an  unrecognised  incomplete  rupture  of  the  uterus,  which 
on  healing  had  left  a  weak  scar.  Judging  from  the  litera- 
ture this  is  not  a  very  infrequent  accident. 

The  second  case  having  passed  out  of  my  hands  for 
operation,  I  am  unable  to  give  an  upiniuu,  but  a  careful 
macro-  and  microscopic  study  of  the  amputated  organ 
Would  clear  up  these  points  and  possibly  shed  some  new 
light  upon  the  pathology  of  this  grave  complication  of 
child-birth. 

It  is  in  cases  such  as  this,  where  there  was  a  previous 
history  of  septic  infection  of  the  uterus,  that  one  might 
expect  to  find  the  torn  portion  of  the  uterine  wall  thinner 
than  elsewhere,  and  possibly  showing  not  exactly  marked 
tibrous  degeneration,  but  rather  an  increase  of  fibrous 
tissue  and  decrease  of  normal  muscle  tissue  slightly  above 
the  normal.  A  comparison  of  sections  from  different 
portions  of  the  organ,  differently  stained  by  van  Gieson's 
method,  would  be  of  much  interest. 

Since  writing  this  paper  we  have  listened  with  interest 
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to  the  report  of  two  cases  oi  uterine  rupture  by  Dr.  MadiH 
from  the  hospital  point  of  view.  The  di'scription  of  Ihe 
post-operative  lindings  of  one  of  them  was  intensely  hiter- 
esting  to  me,  as  it  referred  to  the  second  of  my  cases. 

The  bulk  of  the  evidence  would  suggest  a  mechanical 
cause  for  the  rupture— /.f.,  negative  microscopic  tijidings 
by  Dr.  Kowlette  and  the  caput  on  the  foetal  head  by  the 
operators.  Although  these  points  are  supported  by  the 
laxity  of  the  patient's  abdominal  walls  favouring  parietal 
presentation,  it  should  be  noted  that  the  patient  wore  a 
tight  abdominal  binder  during  labour— the  same  aj)])lied 
by  a  skilful  midwife.  The  patient  had  a  roomy  pelvis, 
and  the  child  was  not  a  monster.  1  should  like  to  find  out 
with  more  exactitude  the  position  of  the  caput  and  the 
microscopic  comparison  of  different  parts  of  the  amputated 
organ  before  deciding  upon  the  cause  of  the  rupture,  as  I 
think  a  correct  conclusion  in  this  respect  would  be  of  in- 
estimable value  to  any  one  concerned. 


Dr.  Tweedy  regretted  that  Dr.  Bheill's  paper  did  not  come 
up  at  the  last  meeting  of  the  Section,  so  that  it  might  have 
been  discussed  in  conjunction  Avitli  Dr.  Madill's  cases.  He 
thought  it  was  always  forgotten  by  men  speaking  of  uterine 
tears  that  rupture  of  the  uterus  is  one  of  the  commonest 
accidents  to  women  in  labour ;  that  the  cervix  tears  in  every 
case  where  an  effort  is  made  to  distend  it  by  artificial  means 
was  certain,  and  these  tears  are  sometimes  very  extensive. 
Furthermore,  they  very  often  escaped  observation,  but  they 
constitute  a  very  great  danger  in  subsequent  pregnancies. 
In  this  country  rupture  of  the  uterus  was  nearly  always 
accompanied  by  rupture  of  the  vagina,  and  occurred  quietly 
and  before  the  os  was  freely  dilated.  Classical  symptoms  of 
threatened  rupture  Avere  seen  only  in  connection  with  pelvic 
contractions  or  abnormal  presentations.  He  pointed  out  that 
when  there  is  a  cicatrix  in  the  cervix  it  is  very  unlikely  to 
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dilate  naturally,  and,  therefore,  a  tear  follows  and  the  tear 
had  an  attraction  for  the  old  scar.  He  liad  seen  this  occur 
in  cases  in  which  there  was  a  history  of  previous  difficulty 
in  delivery.  He  differed  from  many  as  to  the  treatment  of 
these  uterine  tears.  He  preferred  to  plug  the  uterus  rather 
than  perform  an  abdominal  section,  it  being  his  opinion  that 
the  majority  of  cases  got  well  without;  any  treatment,  and 
the  plug  was  effectual  in  others.  It  was  remarkable  how 
little  hgemorrhage  there  was  in  some  of  these  cases  where 
death  occurred  from  shock.  Rupture  of  the  uterus  w^as 
accompanied  by  profound  shock,  and  it  had  been  suggested 
by  some  authorities  that  this  shock  arose  from  air  embolus, 
aiid  in  such  a  case  he  could  not  see  how  abdominal  operation 
would  improve  matters.  The  plug  lessened  shock  and 
stopped  haemorrhage.  He  could  never  see  the  rationale  of 
operation,  because  if  there  was  profound  shock  the  patient 
\\'ould  die,  and  if  there  was  no  shock  or  haemorrhage  there 
was  nothing  to  kill  the  patient.  In  the  rare  event  of  the 
fVetus  and  placenta  lying  free  in  the  abdomen,  abdominal 
section  was  indicated ;  but  so  long  as  extraction  could  be 
effected  through  the  vagina  this,  he  believed,  would  prove 
the  safest  operation. 

Dk.  jMadill  said  he  had  the  good  fortune  to  operate  on 
one  of  these  cases  which  reached  a  favourable  termination. 
He  was  in  doubt  as  to  what  caused  the  rupture.  Oji  exami- 
nation of  the  baby  afterwards  he  could  see  that  the  caput 
was  low  down  on  the  right  parietal  bone,  which  would  mean 
tluit  the  left  parietal  bone  had  been  held  up;  and  this, 
con]>led  with  the  fact  that  the  child  was  well  over  8  lbs., 
might  have  sufficed  to  produce  the  rupture.  As  to  the  treat- 
ment of  the  case  there  was  no  doubt  laparotomy  was  right, 
the  foetus  being  in  the  abdominal  cavity.  Dr.  Tweedy  had 
mentioned  two  dangers — i.e.,  shock  and  haemorrhage — but  he 
did  not  refer  to  a  third  danger — viz.,  sepsis.  He  agreed  that 
l)lugging  the  rent  would  cause  the  least  shock,  but  then  he 
would  like  to  know  would  it  stop  the  haemorrhage.  In  an 
early  case  of  severity  he  did  not  see  how  the  rent  would  be 
plugged  tight  enough  to  stop  the  haemorrhage.  If  the 
abdomen  was  opened  the  shock  might  be  increased,  but  then 
the  increase  was  only  whilst  passing  through  the  abdominal 
wall,  unless  the  intestines  were  handled.     If  the   abdomen 
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was  opened,  and  the  uterus  also  happened  to  be  removed, 
he  considered  that  a  most  efficient  drain  could  be  estab- 
lished. If  it  could  be  ascertained  that  the  rent  was  small 
or  incomplete  he  would  consider  plugging  of  some  value ; 
but  where  there  was  any  doubt  he  suggested  that  the  safest 
plan  would  be  to  open  the  abdomen. 

The  Chairman  said  that  the  treatment  of  uterine  rupture 
has  been  confused  by  the  foolish  truism — viz.,  that  patients 
who  are  not  operated  on  usually  live,  while  those  who  are 
operated  on  often  die.  The  reason  of  this  is,  of  course,  that 
the  former  are  less  serious  cases,  and  of  an  entirely  different 
type  to  those  which  are  operated  on.  Statistics  to  show  that 
plugging  is  better  treatment  than  laparotomy  are  absurd, 
because  plugging  is  suited  to  one  type  of  case,  and  laparo- 
tomy to  an  entirely  different  type.  The  same  methods  could 
not  be  adopted  in  a  case  of  uterine  rupture,  in  which  the 
patient  was  suffering  from  serious  complications,  and  in 
cases  in  which  the  patient  was  not  suffering  from  any  com- 
plications. To  say  that  plugging  was  a  suitable  line  of  treat- 
ment in  every  case  he  regarded  as  entirely  illogical.  Each 
case  must  be  treated  on  its  merits,  and  in  his  opinion  there 
was  no  other  treatment  that  could  have  been  adopted  in  Dr. 
Madill's  case  than  that  to  which  he  resorted.  He  then  re- 
ferred to  three  cases  in  which  oj^erative  treatment  was 
necessary  owing  to  the  escape  of  the  child  into  the  abdomen, 
and  showed  that  two  of  these  resulted  satisfactorily,  and 
that  in  the  fatal  case  operation  had  been  postponed  to  try 
to  bring  the  patient  into  a  more  favourable  condition  for 
operation. 

Dr.  Sheill,  replying  to  the  remarks,  said  that  in  a  general 
way  Drs.  Tweedy  and  Madill  seemed  to  take  extreme  views, 
and  he  would  be  satisfied  to  take  up  a  position  half-way 
between.  He  did  not  believe  operation  should  be  done  in 
every  case.  In  minor  cases  of  incomplete  rupture,  of  course, 
plugging  after  the  child  was  delivered  would  be  indicated. 
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This  paper  is  nut  in  the  ualiire  of  a  studied  consideratiou 
of  the  treatment  of  gonorrhuea  in  the  female  by  vaccine, 
but  merely  the  respect  of  some  cases  recently  treated  iu 
that  manner.  The  literature  on  the  subject  is  not  gone 
into  in  any  useful  way,  and  only  a  few  reports  which  have 
appeared  lately  are  referred  to.  Two  of  these  dealt  with 
the  use  of  vaccine  in  the  diagnosis  of  gonococcic  infection, 
where  the  ordinary  staining  of  the  pus  was  uncertain. 
Sternberg  '^  points  out  that  indurated  inflammatory  areas 
of  gonorrhoeal  origin  become  softer  after  vaccine  treatment . 
He  used  a  vaccine  containing  100  million  killed  gonococci 
to  1  c.c.  The  medium  dose  contained  '63.3  million  gono- 
cocci, which  was  sufficient  to  determine  the  specific  char- 
acter of  the  disease.  Commencing  with  this  dose,  others 
containing  60.6  million  cocci  were  given,  which  were 
immunising.  Following  these  doses  there  was  an  im- 
provement in  the  condition  of  the  connective  tissue  around 
the  uterus  and  adnexa,  and  iu  cases  of  parametritis  with 
painful  and  local  thickening  and  some  fixity  of  the  uterus, 
the  symptoms  subsided  within  three  or  four  days.  Four 
cases  of  inflammation  of  Barthohn's  glands  without 
abscess  formation  were  treated  with  diagnostic  doses,  and 
within  eighteen  hours  an  abscess  was  fully  developed. 

»  Gynaek.  KuudBcbau,  1912,  Heft  I'd. 
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Schwartz  and  McNeil,^  in  studying  tlie  diagnostic  value 
of  vaccine,  state  that  in  order  tu  obtain  a  positive  leaction 
it  is  essential  that  the  cervix  or  parts  above  this  structure 
should  be  involved,  while  if  the  infection  is  limited  to  the 
vagina,  Bartholin's  glands,  and  urethra,  the  reaction  is 
likely  to  be  negative  unless  there  is  abscess  formation.  In 
ten  cases  of  gonococcal  vvdvo-vaginitis  in  cdiildren  the  re- 
action was  negative,  and  they  consider  the  chief  diagnostic 
value  will  be  in  pelvic  inflammations  of  a  doubtful  nature. 

Schmidt  '^  thinks  the  cure  of  cervical  gonorrha-a  is  very 
doubtful  in  many  cases.  He  used  two  kinds  of  vaccine  in 
twenty-four  cases,  and  twelve  were  imdoubtedly  cured  ;  he 
concludes  that  in  gonococcic  vulvo-vagimtis  the  vaccine 
gives  a  cure  in  some  cases,  the  best  results  being  obtained 
in  children.  Neither  of  the  vaccines  used  appeared 
superior  to  the  other,  and  no  general  or  local  reaction  from 
their  use  was  noticed. 

In  another  paper  dealing  ^\ith  the  treatment  of  gono- 
coccal vaginitis  in  children  in  a  reformatory  school,  good 
results  were  recorded  in  a  large  number  of  cases  from  the 
use  of  vaccines,  but  the  author  stated  that  in  cases  (jf 
vaginitis  alone  the  results  from  vaccine  treatment  w  t-re  not 
any  better  than  those  obtained  by  antiseptic  douching 
regularly  carried  out. 

From  these  few  references,  it  is  obvious  that  there  is 
a  very  wide  range  of  opinion  as  to  the  value  of  vaccine  in 
the  treatment  of  gonorrhoea  in  the  female.  The  cases 
which  I  record  were  all,  except  one.  cases  in  which  I  had 
satisfied  myself  as  to  the  specific  nature  of  the  infection. 
My  method  of  diagnosis  was  to  take  smears  of  the  muco- 
purulent  discharge  of  the  vagina  and  stain  with  aniline 

■^  Americau  Journal  of  Medical  Science,  Dec,  1912. 
^  Munch.  Med.  wocli.,  Oct.  10,  1911. 
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gentian  violet,  decolouiise  by  Gram's  method,  and 
counter-stain  with  carljui  fuchsin.  ^^'ith  one  exception,  I 
only  adopted  vaccine  treatment  in  cases  wliere  I  obtained 
(iram-negative  diplococci,  which  I  considered  character- 
istic. The  one  case  which  was  an  exception  showed  a 
mixed  infection,  and  ahhough  there  were  diplococci  which 
appeared  to  have  decolomised  by  Gram's  method,  and  to 
have  taken  the  fuchsin  stain,  they  were  not  definite,  and 
after  1  had  used  the  vaccines  1  had  a  culture  grown  from 
the  cervical  discharge,  which  proved  the  case  to  be  one 
of  streptococcal  infection  at  that  time,  but  I  do  not  think 
that  this  excludes  the  [jrobability  of  gonococcal  infection 
having  Ijeen  present  originally,  as  I  shall  show  in  the  notes 
of  the  case. 

The  dosage  which  I  used  in  all  the  cases  was  very  con- 
siderably smaller  than  that  I  have  seen  recorded  in  any 
paper  on  the  subject.  In  adults  I  commenced  with  a  dose 
of  4  or  0  million,  and  increased  to  a  maximum  of  10 
million.  In  children  1  started  with  a  dose  of  1  or  -2  million, 
and  in  only  one  case  increased  to  10  million.  In  the  others 
the  maximum  was  G  million.  This  difference  in  dosage 
Avas  due  to  the  nature  of  the  vaccine  used,  v^hich  was 
obtained  in  the  following  manner  :  — 

A  recent  case  of  gonococcal  infection  m  the  inale  was 
sent  to  the  pathologist,  and  from  the  pus  obtained  from 
ibis  case  a  [)late  culture  was  made  ;  the  gonococcus  grown 
ajid  verified  in  this  was  then  implanted  upon  agar  slopes 
and  grown,  and  the  vaccine  made  from  the  washing  of 
these  agar  slopes.  In  this  way  the  vaccine  is  made  from 
organisms  only  removed  by  two  cultures  from  the  human 
host.  I  believe  this  has  a  considerable  influence  upon  the 
results  obtained  and  the  dosage  necessary.  Vaccine  made 
from  old  cultures  does  not  appear  to  have  anything  like  as 
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powerful  a  therapeutic  effect  as  wbeu  made  from  fresh 
cultures,  and  even  a  vaccine  made  from  a  fresii  culture 
does  not  retain  ii;^  full  power  for  luug.  1  believe  it  begins 
to  degenerate  after  one  month,  and  that  this  accounts  for 
the  uncertain  and  often  unsatisfactory  results  obtained  by 
the  trade  vaccines. 

There  is  considerable  difliculty  in  obtaining  an  auto- 
genous vaccine  in  the  case  of  women,  and  to  do  so  may  in 
many  cases  be  impossible,  but  I  do  not  think  it  at  all 
necessary.  The  chief  point  is  that  the  vaccine  should  Ix' 
made  from  organisms  that  have  been  grown  for  as  few 
generations  as  possible  from  the  human  host. 

In  connection  with  the  diagnosis  of  cases  as  made  from 
the  examination  of  the  pus,  it  is  often  found  difficult  to 
demonstrate  the  gonococci  in  chronic  cases,  on  account  (jf 
the  presence  of  other  organisms  in  great  number,  and, 
therefore,  it  may  be  necessary  to  make  a  large  number  of 
examinations  of  the  pus.  In  these  cases  the  adoption  of 
local  treatment  by  antiseptics  for  a  time  will  diminish  the 
secondary  infections,  and  when  the  pus  is  then  examined 
the  gonococcus  may  be  more  easily  found. 

Of  my  six  cases  of  gonococcal  vaginitis,  three  were 
children,  one  an  adult  with  recent  infection,  probably  of 
not  more  than  four  weeks'  duration,  and  two  were  adults 
with  chronic  infection,  which  had  existed  for  at  least 
twelve  months.  Four  of  the  cases  cleared  up  uninterrup- 
tedly from  the  beginning  of  treatment,  the  other  two  im- 
proved, but  again  relapsed  ;  one  of  these  finally  became 
perfectly  cured  in  so  far  as  the  absence  of  any  sign  of  in- 
flammation or  discharge  for  a  period  of  two  months  after 
cessation  of  treatment  can  be  considered  proof  of  cure.  The 
sixth  case  became  perfectly  clear  of  inflammation  and  free 
from  discharge  for  three  weeks,  but  again  relapsed  and  is 
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still  nnder  treatment.  Besides  the  treatment  by  vaccine 
inoculation.  T  repriilarly  carried  out  local  treatment  every 
second  day  in  the  early  cases  nntil  there  was  a  marked 
improvement  as  shown  by  the  decrease  of  discharge  and 
inflammation,  and  twice  a  week  after  that  nntil  cnred,  and 
T  believe  this  is  important  and  necessary — certainly  in  the 
chronic  cases,  as  there  is  o-enerally  a  condition  dne  to 
mixed  infection.  In  the  case  of  children  the  infection  may 
be,  and  often  is,  one  of  pnre  ponococci,  and  in  these 
vaccine  may  be  sufficient  alone  ;  bnt  T  should  prefer  to 
combine  it  with  local  treatment  in  the  form  of  antiseptic 
swabbinf?  and  donchin"-.  The  local  treatment  I  nsed  in  all 
cases  was  biniodide  of  mercnry— 1-500  to  1-1,000,  swabbed 
thoroughly  thronnh  a  Ferguson's  speculum,  or  in  the 
case  of  children  douched  through  a  speculum  ;  and  when 
there  was  erosion  of  the  cervix  the  application  of  pure 
carbolic  acid.  In  my  one  acute  case  in  an  adult  T  com- 
menced by  tamponading  the  vagina  with  iodoform  gauze 
every  second  day  for  the  first  ten  days,  leaving  the  gauze 
in  place  for  twenty-four  to  thirty  hours.  T  do  not  con- 
sider that  the  particular  form  of  local  treatment  which 
T  adopted  has  any  special  benefit  in  itself  beyond  promot- 
ing and  maintaining  a  cleaner  condition  of  the  parts  than 
would  exist  without  it,  and  in  being  germicidal  to  other 
organisms  which  may  be  pr'esent  in  cases  of  mixed  in- 
fection, but  I  think  some  local  treatment  on  these  lines 
should  be  regularly  adopted. 

Case  T.— Mrs.  M.,  aged  twenty-four,  1-para,  child 
eighteen  months  old.  When  first  seen  in  September,  1911, 
suffered  from  cystitis,  vaginitis,  and  erosion  of  the  cervix. 
Treatment  by  douching  and  antiseptics  cured  the  cystitis 
and  the  erosion  healed.  The  vaginal  condition  was  rendered 
free  from  evidence  of  inflammation   in   about  two  monthfi. 
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In  December,  1911,  the  vaf^initis  and  erosion  had  returned, 
but  yielded  easily  to  local  treatment.  In  April,  1912,  the 
patient  was  two  months  picnnant  and  ahoi'ti'd,  and  thei'e 
was  a  marked  return  of  the  \  a.i^initis,  which  asain  improved 
under  ti-eatment.  Next  seen  in  August,  1912,  suffering  from 
vaginitis  and  erosion  with  profuse  miico-pui'ident  dischargf>, 
improved  by  local  treatment,  hut  not  cured.  A  smear  was 
made  from  the  discdiarge,  which  showed  a  mi.xed  infection 
and  some  di])lococci  whicdi  were  Acry  suggestive  of  gono- 
coci'i  l)ut  were  not  considered  typical.  Treatment  l)y 
vaccine  commenced  on  Septeiiiber  19th:  dose,  -1  million; 
October  3rd,  7i  million;  October  lOtli,  10  million;  Octobei- 
29th,  10  million;  November  Hth,  8  million,  when  the  ei'osion 
was  quite  healed  and  the  patient  considered  herself  quite 
well,  hut  there  was  still  a  slight  dischai'ge  of  nuico-pus  from 
the  cervix.  A  culture  made  from  this  proved  to  be  strepto- 
coccal. December  12th,  8  million  killed  gonococci  were  in- 
jected. The  use  of  gonococcic  vaccine  was  then  abandoned 
with  the  intention  of  starting  an  auto-sti-e])tococcal  vaccine, 
but  there  was  some  delay  in  obtaining  this,  and  in  the  mean- 
time local  treatment  was  continued,  which  resulted  in  the 
complete  disappearance  of  pus  by  January  3i-d,  1918,  and 
there  has  been  no  return  since  in  the  abserice  of  all  treat- 
ment. 

The  diagnosiR  in  this  case  was  always  donbtful,  owang 
to  the  presence  of  a  vei'v  mixed  infection,  and  the  con- 
dition did  not  completely  clear  u]t  with  the  vaccine. 
There  was  a  persistence  of  nnico-pnrnlent  discharge 
from  the  cervix  at  the  time  the  vaccine  treatment  was 
abandoned,  and  this  pus  gave  a  culture  of  streptococcus, 
but  this  yielded  easily  to  local  treatment.  The  prolonged 
history  of  this  case  with  the  persistent  relapses  makes  one 
think  that  there  was  a  gonococcal  infection  never  deh- 
nitely  demonstrated,  but  equally  never  definitely  ex- 
cluded, which  was  cured  by  the  vaccine,  and  that  then 
the  other  infection  became  amenable  to  treat meui  l>y 
local  applications. 
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Case  II. — ^Irs.  K.,  aged  thirty-one,  married  ten  years, 
sterile.  First  seen  June,  1912,  suffering  from  vaginitis, 
vulvitis,  inflammation  of  Bartholin's  glands  which  dis- 
charged muco-pus,  and  a  vei-y  profuse  mneo-purulent  dis- 
charge from  the  cervix.  She  had  been  suffering  from  this 
for  the  past  ten  months,  and  had  been  ciu'etted  in  January, 
1012,  without  any  improvement.  Treatment  by  local 
methods  produced  marked  improvement,  but  the  condition 
always  relapsed  in  about  fourteen  days  when  neglected.  In 
September,  several  patches  of  venereal  warts  had  developed 
around  the  introitus  vaginae.  A  smear  made  from  tlie 
cervical  discharge  showed  a  mixed  infection  with  a  Gram- 
negative  diplococcus,  which  was  considered  to  be  typical 
gonococcus.  On  September  19th,  vaccine  treatment  started 
with  4  million  organisms;  September  26th,  7^  million; 
October  10th,  10  million;  condition  greatly  improved;  the 
wai'ts  were  unaltered,  and  so  were  clipped  off  with  scissors. 
October  29th,  10  million  dose  given.  There  was  now  no 
evidence  of  pus,  Ijut  a  marked  mucous  discharge  from  the 
cervix.  November  5th,  8  million;  November  12th,  8  million; 
there  was  now  very  little  discharge.  November  19th,  10 
million.  Not  seen  then  till  December  10th,  when  the 
patient  was  free  from  any  sign  of  inflammation.  She  was 
still  quite  well  when  seen  last  at  the  end  of  January,  1913. 
On  one  occasion,  after  a  dose  of  10  million,  this  patient  com- 
])lained  of  slight  malaise  and  headache  for  a  few  hours.  The 
husband  of  this  woman  had  what  was  considered  to  be  a 
chronic  gonorrhoea  at  the  same  time  as  she  was  under  treat- 
ment, and  he  was  treated  by  the  same  vaccine.  I  under- 
stand that  he  was  cured  and  has  remained  well  since. 

Case  III. — Mrs.  B.  M.,  aged  thirty,  1-para.  Child  three 
years  old.  Sent  into  hospital  September  14th,  1912,  with 
vaginitis  and  cystitis.  This  latter  was  easih'  cured  by  irri- 
gation and  injection  of  silver  nitrate.  The  vaginal  condition 
was  subacute  and  there  were  several  eroded  spots  on  the 
labia.  The  vagina  was  tamponed  with  iodoform  gauze 
every  second  day,  and  douched  every  day  for  ten  days. 
There  was  slight  erosion  of  the  cervix  and  muco-pumlent 
discharge.  This  showed  in  smear  a  Gram-negative  diplo- 
coccus which  was  considered  typical,  and  a  few  other  organ- 
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isms,  The  condition  improved  with  local  treatment,  but 
there  continued  to  be  marked  miico-purulent  discharge. 
Vaccine  treatment  commenced  on  8optomber  2r)th,  with  5 
million;  October  3rd,  7^  million;  October  10th,  10  million. 
The  vaginal  and  cervical  condition  completely  cleared  up  at 
this  time.  October  25th,  10  million  dose  given  and  the 
patient  went  home.  Noveinber  5th,  7  million;  November 
l'2th,  5  million.  The  patient  was  last  seen  on  .January  14th, 
1913,  and  was  still  perfectly  well. 

Case  IV.— B.  M.,  aged  three,  the  child  of  last  patieni. 
Brought  into  hospital  on  October  1st,  1012,  with  profuse 
purulent  discharge  from  the  vagina.  A  smear  from  this 
showed  nothing  but  a  typical  gonococcus.  Treatment  by 
douching  daily  greatly  improved  the  condition,  and  the  child 
was  allowed  home  with  her  mother  on  the  26th,  and  treat- 
ment was  continued  twice  a  week.  The  quantity  of  pus 
increased  and  the  inflammation  became  more  marked. 
Treatment  with  vaccine  commenced  on  November  5th,  with 
a  dose  of  1  million;  November  12th,  2  millions.  Not  seen 
again  until  19th,  when  condition  M'as  very  much  better,  8^ 
million  given;  November  26th,  no  pus  present,  5  million 
given;  December  3rd  and  10th,  5  million.  Not  seen  till 
January  14th,  and  then  perfectly  well. 

Case  V.— Elder  child,  aged  eight.  First  seen  November 
12th,  with  muco-purulent  vaginal  discharge  and  marked 
vulvitis.  The  discharge  showed  a  pure  infection  of  gono- 
coccus. The  patient  was  douched  for  one  week,  and  im- 
proved, but  vulvitis  still  marked  and  pus  found  in  top  of 
vagina.  Vaccine  commenced  November  19th  with  2  million ; 
November  26th,  2  million;  December  3rd,  5  million;  no  dis- 
charge or  redness  present.  December  10th,  5  million.  Still 
perfectly  well  at  end  of  February,  1913. 

Case  VI.— Younger  child,  aged  five,  sister  of  the  former. 
The  condition  similar,  but  much  worse,  with  ulceration  on 
labia.  The  discharge  showed  only  gonococcus  in  the  smear. 
The  same  treatment  was  adopted  as  in  Case  V.,  and  vaccine 
treatment  commenced  on  November  19th,  with  2  million; 
November  26th,  2  million;  December  3rd,  no  pus  present, 
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4  million;  December  10th  and  17th,  5  milhon.  There  was 
no  pus  present  and  the  case  appeared  cured.  On  December 
31st,  when  next  seen,  the  vaginal  mucous  membrane  was 
again  inflamed  and  bled  very  easily,  but  there  was  only 
slight  pus.  Local  treatment  alone  was  then  continued  till 
January  28th,  1913.  Several  smears  taken  during  this  time 
showed  gonococci.  Vaccine  again  commenced  on  January 
28th  with  61  million;  February  4th,  8  million;  February 
11th,  two  venereal  warts  at  anus  were  clipped  off;  there  was 
no  pus  present.  Vaccine,  10  million  given;  February  18th 
and  25th,  10  million.  The  child  then  remained  perfectly  free 
from  any  evidence  of  infection  until  March  5th,  when  the 
vaginitis  returned  with  discharge  of  pus.  A  smear  made 
from  this  showed  a  mixed  infection  which  was  probably  due 
to  the  pus  being  taken  from  the  vulva;  there  were  typical 
gonococci  present. 

This  case  is  a  failure  for  the  treatment  so  far,  but  it  is 
difficult  to  be  certain  whether  the  relapse  which  has 
develojDed  is  a  true  continuation  of  the  original  infection 
or  is  a  re-infection.  The  patient  appeared  perfectly  well 
and  remained  so  for  three  weeks,  though  not  without 
treatment.  At  the  same  time,  the  possibility  of  re-infec- 
tion is  very  great,  as  the  habits  of  personal  cleanliness  in 
the  child's  family  are  not  strong,  and  the  father  has  had 
gonorrhoea  for  which  he  has  never  received  any  treat- 
ment. 

On  the  whole  these  six  cases  seem  to  show  that  vaccine 
treatment  in  gonorrhoea  is  of  benefit.  It  induces  one  to 
try  the  effect  of  vaccine  in  future  cases  of  a  like  nature. 


Dr.  Sheill  said  he  considered  the  paper  of  extreme  im- 
portance from  the  point  of  view  of  treatment  of  gonorrhoea! 
infection  in  young  children,  as  in  such  eases  they  were  con- 
fronted with  many  difficulties  in  local  treatment,  and,  there- 
fore, if  there  was  another  means  of  treatment,  it  should  be 
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pushed.     He  did  not  think  local  treatment  should  be  done 
away  with,  but  he  considered  vaccines  a  very  useful  adjunct. 
Dr.   Madill  said  he  had  seen  a  good  deal  of  gonorrhoeal 
infection  in  the  extern  department  of  the  Eotunda  Hospital, 
and  he  had  tried  many  varieties  of  local  treatment.       He 
thought  the  best  results  were  produced  by  protargol.     He 
was  struck  with  the  chronicity  and  difficulty  of  diagnosis  in 
these  cases.     He  pointed  out  that  Professor  Bumm  had  de- 
scribed  five  kidney-shaped    intracellular  diplococci,    one   of 
which  was  Gram-positive,  and  the  other  four  negative  to  this 
stain,  and  the  only  difference  he  knew  between  these  was 
by  culture.     He  thought  gonococcus  was  very  difficult  to 
grow.     He  went  on  to  describe  the  methods  adopted  at  Wer- 
theim's   clinic  for  making  this  vaccine,    and   said  that  the 
dosage  given  was  rather  smaller  than  that  indicated  by  Dr. 
FitzGibbon,   the  dose  being  5  millions  of  a  mixed  vaccine 
every  forty-eight  hours,  followed  by  autogenous  gonorrhceal 
vaccine.     In  most  cases  good  results  were  obtained,  and  in 
cases  where  the  results  did  not  materialise  they  were  con- 
trolled    by  estimation  of  the  opsonic  index.     No  case  was 
considered  cured  until  the  microscope  failed  to  find  anything 
of  the  nature  of  gonococcus  in  the  secretions. 

Dr.  Kowlette  said  that  in  the  present  state  of  our  know- 
ledge  of    vaccines   it   was   of    importance   that   full   details 
should  be   given  in   all   cases   reported,    and  he,    therefore, 
considered  that  Dr.  FitzGibbon's  paper  was  of  great  assist- 
ance as  a  guide  to  treatment.     There  was  great  difficulty  in 
treating  cases  of  gonorrhoea  in  the  female  owing  to  the  ease 
with  which  the  infection  became  mixed.     He  did  not  think 
that  the   gonococcus   disappeared    for   a   considerable  time, 
but  it  became  crowded  out  by  other  organisms,  and  was  not 
easily  found.     In  some  cases  of  gonorrhoea  in  the  male  that 
came  under  his  notice  it  was  found  necessary  to  treat  with 
staphylococcus  after  treating  with  gonococcus  vaccine.     A 
point  of  importance  was  that  the  vaccine  should  be  made 
from  a  fresh  culture.     This  he  considered  of  more  import- 
ance than  that  the  vaccine  itself  should  be  fresh,  although 
vaccine  kept  for  a  long  time  did  lose  in  efficacy.    He  believed 
that  the  slide  shown  by  Dr.  FtizGibbon  was  undoubtedly  one 
of  gonococcal  infection. 

Dr.  Henry  Moore  said  that  in  the  cases  in  which  vaccine 
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was  most  useful — namely,  at  the  very  beginning  of  an 
attack,  or  in  old-standing  cases  of  gleet — an  autogenous 
vaccine  was  impossible.  His  method  was  to  get  a 
vaccine  made  once  a  month  from  a  male  case  on  the 
second  day  of  the  urethritis.  If  in  doubt  as  to  the  cause 
of  an  old-standing  discharge  or  the  cure  of  a  patient  who  has 
suffered  from  gonon-hcea  he  gave  from  15  millions  to  30 
millions,  and  examined  the  resulting  discharge,  if  any, 
twenty-four  hours  later.  In  old-standing  cases  of  posterior 
urethritis  no  local  treatment  was  effective  without  vaccine. 

Dr.  FitzGibbon,  in  replying,  referred  to  the  difficulty  in 
diagnosis  and  in  obtaining  the  gonococcus  in  slide  smears, 
and  he  admitted  there  was  difficulty,  and  in  a  case  in  which 
there  was  mixed  infection  he  had  to  make  repeated  exami- 
nations before  he  found  it.  In  the  children  he  had  not  met 
with  the  same  difficulty.  His  experience  was  the  same  as 
that  of  Dr.  Madill  regarding  local  treatment  in  chronic 
cases.  He  had  tried  to  get  autogenous  vaccine  made  from 
one  case,  but  found  it  impossible  owing  to  the  mixed  infec- 
tion. He  described  the  method  adopted  for  obtaining  the 
vaccine,  and  said  that  the  culture  was  generally  obtained 
from  the  male. 


CLINICAL  REPORT  OF  THE  ROTUNDA  HOS- 
PITAL FOR  ONE  YEAR,  NOVEMBER  1st,  1911, 
TO  OCTOBER  31st,  1912. 

By   HENEY  JELLETT,  M.D.  (Univ.  Duel.),   F.R.C.P.I., 

Master ; 
DAVID  G.  MADILL,  M.B.  (Duel.  Univ.), 

AND 

E.  MAESHALL  ALLAN,  M.B.  (Edin.  Univ.), 
Assistant  Masters. 

[Read  in  tbe  Section  of  Obstetrics,  April  18,  1913.] 

During    the    year    ending    October    31st,    1912,    2,339 
patients  were  delivered  under  the  care  of  the  Hospital  in 
its    Extern    Department,    and   2,474    patients    were   ad- 
mitted to  the  Maternity  Wards.    Of  the  latter  number, 
338,  who  were  not  in  labour,  were  discharged  undelivered, 
and  2,136  were  delivered.     Thus  a  total  of  4,475  labours 
in  all  were  attended  by  the  Hospital  Staff,  being  an  in- 
crease of  26  on  the  previous  year.     Ten  deaths  occurred 
in  the  Extern  Department,  and  eleven  in  the  Intern,  being 
a    percentage   mortality   of    0.42   in    the   former   and  of 
0.44  in  the  latter,   or   a   mean   percentage   mortality    of 
0.43.        I    regret    to    say    that   four    deaths    from   ante- 
partum hfemorrhage  occurred  in  the  Extern  Maternity, 
two  being  from  unavoidable  haemorrhage  and  two  from 
accidental  haemorrhage.     One  of  these  patients — a  case 
of  unavoidable  hremorrhage — was  moribund  on  the  arrival 
of  the  Clinical  Clerk.     In  another — a  case  of  accidental 
haemorrhage — the    vagina    was    plugged    in    the    usual 
manner ;  five  hours  later  the  patient  got  strong  uterine 
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contractions,  and  consequently  the  plugs  were  removed. 
The  h£Emorrhage  again  started,  and  as  the  pulse  was 
getting  weaker,  and  the  cervix  was  sufficiently  dilated, 
the  Clinical  Clerk  applied  the  forceps  and  delivered  a  dead 
foetus.  The  patient,  however,  collapsed  shortly  after- 
wards and  died. 
I  The  details  of  the  other  fatal  cases  wall  be  found  in 
the  Appendix. 

The  principal  event  of  the  year  was  the  opening  of  the 
new  Labour  Wards.     I  have  already  described  these  fully 
in  my  former  Eeport,  and  so  need  not  again  discuss  them. 
With  the  ill-luck  that  attaches  itself  to  the  opening  of 
new  buildings  of  this  kind,  the  first  thing  that  happened 
was  a  violent  outbreak  of  sepsis,  from  which  two  patients 
died.     Where  the  sepsis  originated  I  am  unable  to  say. 
For  a  considerable  time  I  considered  that  it  was  probably 
coming  from  the  new  tanks  which  supplied  water,  and 
with  this   idea  I   stopped   using   anything   but  sterilised 
water   in   the   Labour   Ward,  even    for   the  washing   of 
hands.     The  infection  immediately  ceased,  and  I  had  the 
tanks  carefully  disinfected,  and  then  began  to  use  them 
again.     Everything  went  well  for  some  months,  and  then 
infection   occurred    again.      The   use    of    the   tanks   was 
stopped  a  second  time  and  sterilised  or  boiled  water  sub- 
stituted, with  the  disappearance  of  the  outbreak.   We  then 
had   alterations   made  in  the  tanks,  which   are   now   in 
duplicate,  and  it  is  an  easy  matter  to  work  from  one  and 
disinfect  the  other,   so  that  regular   sterilisation   can  be 
carried  out.    I  adopted  a  similar  course  in  the  case  of  the 
tanks  supplying  the  Lying-in  Wards,  and  here  it  is  pos- 
sible to  disinfect  one  tank  at  a  time,  without  interfering 
with  the  water  supply  from  the  other  tank.     It  is,  how- 
ever, very  questionable  whether  the  infection  really  came 
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from  the  tanks  or  not,  as  the  same  water  was  being  used 
at  the  same  time  in  the  operating  theatre,  and  there  was 
no  outbreak  of  infection  in  the  Gynaecological  Wards.  In 
spite  of  this  outbreak  of  septic  infection  the  morbidity 
rate  was  lower  than  the  previous  year,  and  is  represented 
by  the  figure  of  5.53  per  cent,  as  against  6.64. 

But  for  the  septic  cases  that  occurred  during  the  year 
one  would  express  oneself  as  being  entirely  satisfied  with 
the  new  Labour  Wards,  and  with  the  increased  facilities 
which  they  afford.  I  trust  that  at  the  end  of  my  next 
year  I  may  be  able  to  point  to  a  very  considerably  re- 
duced morbidity  and  mortality. 

I  mentioned  in  my  last  Report  that  I  had  allowed  and 
encouraged    patients    to    get    out    of    bed    at   a    much 
earher    period    than    is     usually    considered     advisable. 
Provided     their     confinement     was     normal,    and    that 
there    had    been    no    perinseal    laceration,    they    were 
allowed  and  encouraged  to  sit  up  in  bed  after  the  first 
twelve  hours,  and   to   get  out   of  bed  to  pass  water  if 
they  wished  to  do  so.    After  forty-eight  hours,  if  they  con- 
tinued  well,    they  were  made  to  leave  their  bed  at  least 
twice   in   the  twenty-four   hours   to   pass   water.     After 
seventy-two  hours  they  were  allowed  to  take  a  few  steps 
or  to  sit  for  a  few  minutes  on  a  chair  or  on  their  bed,  the 
time  they  remained  up  being  gradually  increased  so  long 
as  their  state  of  health  continued  good.     During  the  past 
year  I  have  made  no  change  in  this  plan,  and  I  have  found 
it  most  satisfactory.     I  cannot  find  the  smallest  evidence 
that  it  has  been  anything  but  beneficial  to  the  patients. 

I  will  now  briefly  refer  to  the  different  complications  of 
labour  met  with  during  the  year.  Further  information 
will  be  found  regarding  them  in  the  tabular  statement  in 
the  Appendix.      There  were  seven  cases  of  unavoidable 
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haemorrhage,  in  four  of  which  the  placenta  was  situated 
centrally  over  the  cervix.  In  all  cases  the  mother  re- 
covered. The  usual  routine  treatment  of  Braxton 
Hicks'  bipolar  version  was  adopted.  There  was  one  case 
of  accidental  haemorrhage.  It  was  successfully  treated  by 
plugging  the  vagina.  There  were  twenty-four  cases  of 
contracted  pelvis.  In  eight  of  these  delivery  was  spon- 
taneous, in  three  the  forceps  was  applied,  in  three 
pubiotomy  was  done,  in  four  Csesarean  section  was  done, 
and  in  four  craniotomy.  In  the  cases  of  craniotomy  the 
child  was  found  to  be  dead,  and  so  no  other  method  of 
delivery  was  tried.  All  the  mothers  recovered.  There  were 
ten  cases  of  prolapse  and  presentation  of  the  cord,  which 
were  treated  in  different  ways.  All  the  mothers  recovered, 
and  five  children  were  born  alive.  There  were  fourteen 
cases  of  eclampsia,  some  of  which  were  of  a  very  severe 
type.  The  treatment  introduced  by  my  predecessor,  Dr. 
Tweedy,  was  continued.  Twelve  mothers  recovered,  and 
two  died,  whose  history  I  will  discuss  later.  The  forceps 
was  applied  on  seventy-nine  occasions.  One  mother  died 
as  a  result  of  hyperemesis,  from  which  she  had  been 
suffering  for  some  time.  Sixty-nine  children  were  born 
alive,  and  ten  dead.  There  were  five  cases  of  Csesarean 
section.  All  the  mothers  recovered,  and  all  the  children 
who  were  alive  when  the  operation  was  undertaken,  were 
delivered  alive.  One  child  was  delivered  dead  and  putrid, 
as  the  mother  had  been  for  a  considerable  time  in  labour 
before  admission.  I  refer  to  this  case  later.  There  were 
three  cases  of  pubiotomy,  in  all  of  which  the  mothers  re- 
covered, and  the  children  were  delivered  alive.  In  one 
of  the  cases  the  child  was  recognised  to  be  slightly  hydro- 
cephalic. It  was,  however,  alive,  and  I  was  unwilling  to 
perform  craniotomy.     After  birth  it  turned  out  to  have 
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a  spina  bifida  also,  and  died  in  ten  minutes.  In  this  case 
there  was  an  extensive  tear  involving  the  vaginal  wall  and 
bladder,  and  on  the  forty-seventh  day  after  the  delivery 
a  piece  of  necrosed  bone  came  away  through  the  vagina. 
The  patient,  however,  was  subsequently  discharged, 
walking  well.  The  bladder  wall  was  stitched  immediately 
after  the  pubiotomy,  and  there  was  good  union.  I  have 
seen  this  patient  since,  and  in  spite  of  the  fact  that  the 
piece  of  bone  between  the  symphysis  and  the  saw  cut  is 
missing,  she  suffers  in  no  way  from  weakness  of  the  pelvis 
or  difficulty  in  walking.  The  other  two  cases  of  pubi- 
otomy were  entirely  uneventful.  I  did  one  radical 
Caesarean  section  and  one  complete  hysterectomy  to  effect 
delivery  in  the  case  of  a  myomatous  uterus.  Both  these 
patients  were  septic  before  operation.  The  case  of  myoma 
died  on  the  sixth  day ;  the  other  patient  recovered  rapidly. 
I  refer  to  both  these  cases  later.  I  also  performed  a 
hysterectomy  during  the  puerperium  on  account  of 
pyaemia.  The  patient,  however,  died.  The  use  of 
vaccines  has  been  continued  as  in  the  previous  year,  and 
a  table  in  the  Appendix  shows  the  nature  and  number  of 
cases  in  which  they  were  used. 

I  referred  in  my  last  Eeport  to  the  fact  that  I  had  sub- 
stituted at  one  period  the  use  of  argyrol  for  nitrate  of 
silver  in  the  prophylactic  treatment  of  ophthalmia,  and 
that  I  had  subsequently  returned  to  the  nitrate  of  silver 
as  the  argyrol  did  not  seem  to  give  good  results.  The  use 
of  nitrate  of  silver  has  been  continued  during  the  past  year, 
and  though  cases  of  ophthalmia  occurred,  the  number  is 
smaller  than  in  the  previous  year,  and  the  type  was  not 
so  severe. 

I  must  draw  particular  attention  to  the  introduction 
during  the  year  of  the  operation  of  excision  of  thrombosed 
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veins  in  cases  of  pya3mia.  I  should  do  so  at  some  length 
but  for  the  fact  that  I  have  already  published  an  article 
on  the  subject,  v/hich  will  subsequently  be  found  in  the 
same  Transactions  of  the  Royal  Academy  of  Medicine 
in  Ireland  as  v^ill  this  Report. a  Consequently,  I  need  only 
say  here  that  I  operated  on  two  cases  in  which  I  definitely 
recognised  thrombosis,  and  that  both  patients  recovered. 
Further,  that  I  operated  on  a  third  case  because  I  thought 
thrombosis  was  likely  to  be  present,  although  I  could  not 
find  any  evidence  of  it  by  bi-manual  examination.  I 
found  no  further  evidence  of  thrombosis  after  opening  the 
abdomen,  and  I  did  a  hysterectomy,  as  I  thought  the  in- 
fection must  certainly  be  coming  from  the  uterus.  In  this 
case,  however,  the  patient  was  in  no  way  benefited,  and 
died  later  of  pya?mia. 

There  were  several  cases  of  special  interest  during  the 
year,  to  which  I  should  now  like  briefly  to  refer. 

Case  I. — Large  fi.bro-viyo)na  complicating  pregnancy. — 
M.  E.,  aged  forty-five,  first  pregnancy,  was  sent  to  us  from 
the  country  on  the  6th  of  March.  On  admission  her  tem- 
perature was  F.  102°,  her  pulse  140.  She  had  evidently 
been  in  labour  for  some  time,  and  the  child  was  dead.  On 
examination,  a  large  tumour  was  found  which  completely 
occupied  the  lower  half  of  the  abdomen,  and  above  which  lay 
the  pregnant  uterus.  The  cervix  could  not  be  reached 
through  the  vagina.  It  was  obviously  impossible  to  make 
any  attempt  at  dehvering  through  the  vagina,  and  conse- 
quently the  abdomen  was  opened,  and  the  uterus  was 
brought  out  on  to  the  abdominal  wall  and  removed.  It  con- 
sisted of  a  very  large  myoma  growing  from  the  lower  part  of 
the  uterus,  whose  cavity  lay  wholly  above  the  tumour.  The 
patient's  condition  improved  for  a  couple  of  days — her  pulse 
and  temperature  both  dropping.  The  pulse,  however,  rose 
on  the  third  day  to  135,  and  persisted  about  that  level  until 
her  death  from  sepsis  four  days  later.  The  woman  was 
*  See  page  248. 
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obviously  septic  at  the  time  of  admission,  and  she  had  been 
subjected  to   a  considerable  number  of  examinations. 

Case  II. — Ante-partum  Eclampsia  with  fatal  results. — 
E.  P.,  aged  thirty-two,  was  admitted  to  the  Hospital  on  the 
22nd  of  July.  She  was  in  her  second  pregnancy,  and  about 
six  and  a  half  months  pregnant.  Her  previous  pregnancy 
had  ended  as  an  abortion.  On  admission  it  was  stated  that 
she  had  had  one  fit,  and  another  fit  occurred  immediately 
afterwards.  The  usual  treatment  was  adopted,  the  stomach 
and  rectum  were  washed  out  with  sodium  bicarbonate  solution, 
and  morphine  was  given.  The  urine  was  examined  and  found 
to  become  almost  solid  on  boiling.  The  convulsions  con- 
tinued at  hourly  intervals,  and  after  the  fourth  the  stomach 
and  rectum  were  again  washed  out.  A  grain  of  morphine  in 
all  was  given  in  quarter-grain  doses.  Then,  as  the  respira- 
tion had  slowed  to  nine  in  the  minute,  the  morphine  was 
stopped.  Later  in  the  day  four  more  convulsions  occurred, 
all  of  which  were  accompanied  by  marked  cyanosis,  and  in 
each  the  throat  had  to  be  well  cleared  in  order  to  permit 
respiration.  Sub-mammary  infusion  and  poultices  to  the 
loins  were  tried.  Although  a  considerable  dose  of  mist, 
sennsB  co.  was  left  in  the  rectum  and  in  the  stomach,  only 
one  slight  action  of  the  bowels  could  be  produced  by  enema. 
The  patient  remained  unconscious  all  day,  and  in  the  even- 
ing she  died  almost  immediately  after  a  convulsion. 
Artificial  respiration,  administration  of  oxygen,  and  clearing 
of  the  throat  were  tried  without  avail. 

Case  III. — Puerperal  Eclampsia,  with  fatal  results. — 
A.  E.,  aged  thirty-three,  was  admitted  to  the  Hospital  on 
the  8th  of  July.  She  was  in  her  second  pregnancy,  and  at 
full  term.  She  was  delivered  normally  twelve  hours  later. 
Nine  hours  after  confinement  she  had  a  fit,  lasting  eight 
minutes,  and  one  hour  later  another  fit  occurred.  Between 
these  fits  she  was  given  a  dose  of  mist,  sennae  co.,  which 
she  vomited.  From  the  second  convulsion  until  death 
the  patient  was  unconscious.  After  the  second  convul- 
sion the  stomach  and  rectum  were  washed  out,  and  a 
purgative  was  left  in  both.  At  that  time  twenty-six  ounces 
of  urine  were  withdrawn  from  the  bladder.     Morphine  was 
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given  in  the  usual  manner— a  grain  in  all  being  given.  Six 
convulsions  occurred  during  the  night.  The  catheter  was 
passed  at  regular  intervals,  and  a  fair  quantity  of  urine— 
twenty-six  ounces  in  all— was  drawn  off.  The  fits  ceased 
the  next  morning,  fourteen  hours  after  the  occurrence 
of  the  first.  The  patient,  however,  did  not  regain  con- 
sciousness. Her  pulse  was  very  rapid,  and  digitalin  in  one- 
hundredth  of  a  grain  doses  was  given  every  three  hours. 
During  the  day  fomentations  were  apphed  to  the  kidneys, 
and  the  patient  was  placed  in  a  hot  pack,  as  only  two 
ounces  of  urine  were  passed  in  all.  Two  pints  of  bicarbonate 
of  sodium  solution  were  injected  under  the  breasts.  The  urine 
was  quite  black  in  colour,  and  contained  granular  casts  in 
large  quantities,  a  few  epithelial  casts,  red  blood  corpuscles, 
and  numerous  bacteria.  In  the  afternoon  she  was  seen  by 
Sir  William  Smyly  and  Dr.  Purefoy,  who  happened  to  be  in 
the  Hospital,  and  on  their  advice,  as  a  last  chance,  venesec- 
tion was  performed,  and  half  a  pint  of  blood  was  drawn 
off.  The  patient's  breathing  was  very  stertorous  and 
laboured,  her  temperature  was  F.  104°,  and  she  gradually 
sank,  and  died  about  fifty-three  hours  after  the  first  attack, 
never  having  regained  consciousness. 

I  think  these  two  cases  show  the  futility  of  con- 
sidering that  any  treatment  of  eclampsia  will-  be  uni- 
formly successful.  Here  was  a  patient  w^ho  came  under 
treatment  at  a  suitable  time— namely,  before  any  attacks 
had  occurred,  and  while  she  was  still  passing  a  sufficient 
quantity  of  urine— and  yet,  from  the  second  convulsion 
on,  her  condition  was  practically  hopeless.  At  the  post 
mortem  examination  the  liver  showed  fatty  degeneration 
with  hfemorrhages  on  its  surface.  The  uterus  and 
appendages  were  normal,  the  spleen  was  large  and  hard 
and  dark  in  colour,  and  the  kidneys  were  granular. 

Case  1Y .—Pregnancy  with  Malignant  Ovarian  Tumour 
and  Ccesarean  Section.— K.  D.,  aged  twenty-four,  was  ad- 
mitted to  the  Hospital  on  the  6th  of  May.  She  was  pregnant 
for  the  first  time  and  at  full  term.     The  patient  stated  that 
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she  had  been  in  bed  for  the  past  five  months,  and  that  a 
doctor  had  been  attending  her  for  two  months,  during  which 
time  she  complained  of  pain  in  the  left  side.  The  patient 
had  also  been  in  the  Gynaecological  Wards  of  the  Kotunda  in 
January,  1911,  when  I  performed  a  right  ovariotomy  for 
her,  and  resected  the  left  ovary.  The  ovariotomy  was  done 
for  an  ovarian  cyst,  and  this  cyst  was  subsequently  reported 
by  Dr.  Eowlette  to  be  papillomatous.  From  the  subsequent 
history  of  the  case  it  is  obvious  to  me  that  I  should 
have  re-opened  the  abdomen  and  removed  the  remaining 
ovary,  more  particularly  as  there  was  a  small  cyst  in  it  at 
the  time  of  operation,  which  I  had  then  resected.  How- 
ever, I  did  not  do  so.  On  examination  of  the  patient  in  hos- 
pital we  found  the  abdomen  greatly  distended,  with  large 
veins  running  over  the  surface.  The  foetus  could  be  felt  in 
the  uterus  on  the  right  side,  while  the  left  side  was  occupied 
by  a  semi-solid,  semi-cystic  tumour.  I  made  a  diagnosis  of 
a  malignant  ovarian  tumour  associated  with  pregnancy,  and 
as  the  tumour  obviously  obstructed  the  passage  of  the  child 
into  the  pelvis,  I  decided  at  once  to  do  a  Caesarean  section, 
and  at  the  same  time,  if  possible,  to  remove  the  tumour. 
Accordingly,  on  the  9th  of  May,  I  opened  the  abdomen  in 
the  middle  line.  There  was  a  small  amount  of  free  fluid  in 
the  peritoneal  cavity.  The  tumour  was  very  fixed,  and,  in 
order  to  get  access  to  it,  I  made  a  lateral  incision  across  the 
rectus  muscle  on  the  left  side  at  the  level  of  the  um- 
bilicus. The  ovarian  tumour  was  the  size  of  a  full  term 
uterus,  and  contained  a  jelly-like  substance.  The  base  of 
the  tumour  was  clamped,  and  the  tumour  was  removed.  I 
then  quickly  opened  the  uterus  at  the  middle  line,  having 
got  it  into  a  more  favourable  position  in  the  abdomen,  and 
removed  the  foetus.  There  was  some  haemorrhage  from 
adhesions  which  had  formed  between  the  tumour  and  the 
intestine,  but  this  was  easily  controlled.  The  patient  made 
an  entirely  satisfactory  recovery,  and  I  understand  that  at 
the  present  time  she  is  still  doing  well.  The  second  tumour 
was  also  papillomatous  in  character. 

Case    V. — Contracted     Pelvis,     dead    and     decomposing 
Foetus,    Ccesarean    Section    followed    by    Hysterectomy. — 


By  Br.   Henry  JelletT,  Master.  SOl 

E.  H.,  aged  twenty-three,  was  admitted  to  the  Hospital  on 
the  9th  of  June.  She  was  in  her  first  pregnancy,  and  at 
full   term.      On   admission    the    patient's   temperature    was 

F.  100.2°,  and  her  pulse  140.  She  came  from  the  North 
Dublin  Union,  and  she  gave  a  history  of  having  been  in 
labour  for  seven  hours.  This  history  was,  however,  pro- 
bably wrong,  and  it  was  more  likely  that  the  patient  had 
been  in  labour  for  several  days.  However  this  may  be,  the 
membranes  had  ruptured  five  days  before  admission,  and 
the  patient  stated  that  during  this  period  she  had  not 
felt  foetal  movements.  On  examination  she  was  found 
to  be  a  rachitic  dwarf,  the  uterus  was  very  prominent,  the 
presenting  part  not  fixed,  and  the  uterine  muscles  were 
tightly  contracted  down  on  the  foetus.  On  vaginal  exami- 
nation, the  OS  was  found  high  up,  and  admitted  one  finger, 
the  membranes  were  ruptured,  and  the  presenting  part  could 
not  be  distinctly  felt.  The  true  conjugate  was  so  narrow 
that  there  was  no  necessity  of  measuring  it,  as  it  was 
obviously  impossible  to  effect  delivery  through  it.  It  was 
decided  to  perform  Ciaesarean  section,  and  the  only  question 
was  whether  this  should  be  carried  out  in  the  classical 
manner  or  whether  the  so-called  "  extra-peritoneal  " 
operation  should  be  performed.  I  decided  in  favour  of  the 
former.  Accordingly,  the  abdomen  was  opened  in  the  middle 
line,  and  the  uterus  was  brought  right  outside  and  isolated  by 
wipes  and  sterilised  towels  from  the  rest  of  the  abdomen. 
An  opening  was  then  made  near  the  fundus,  the  uterus  hang- 
ing well  over  to  one  side,  and  the  child  was  removed.  The 
latter  was  dead  and  decomposing.  The  inside  of  the  uterus 
was  quite  green.  In  consequence  of  the  decomposition, 
hysterectomy  was  carried  out.  The  patient  stood  the 
operation  well,  and  made  an  entirely  satisfactory  con- 
valescence. It  is  customary  to  consider  the  green  staining 
of  the  inside  of  the  uterus  in  this  type  of  case  as  the  result 
of  decomposition.  I  am  bound  to  say  that  I  question  this, 
and  that  I  think  the  green  staining  is  more  likely  to  be  the 
result  of  meconium  than  of  decomposition.  I  am  not, 
however,  able  to  bring  forward  any  positive  evidence  in 
support  of  this  view. 

During  the  year,   587   patients  were   admitted  to   the 
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Gynaecological    Department— a   slightly    smaller    number 
than  those  admitted  in  the  preceding  year.     There  were 
482  operations  performed,  and  the  total  mortality  was 
nine— i.e.,    1.53    per    cent.      Of    the    nine    deaths    one 
occurred  the  day  after  admission  of   a  patient  who  was 
sent  into  the  Hospital  with  an  incarcerated  myoma,  which 
had   been    causing    retention    of    urine    for    a    consider- 
able time.     The  inside  of  the  bladder  was  gangrenous, 
the  urine  black,  and  foul  smelling,  and  the  patient  was 
in  a  condition  of  general  poisoning.     One  death  occurred 
of  a  patient  operated  on  for  papilloma  of  the  ovary,  owing 
to  recurrence  of  the  disease.     One  death  was  of  a  patient 
suffering   from  carcinoma  of   the  pylorus     with   a   large 
abdominal  tumour,  in  whose  case  operation  had  to  be  aban- 
doned.    One  death  was  in  a  case  of  sarcoma  of  the  uterus, 
in  which  an  extensive  resection  of  the  small  intestine  had 
to  be  carried  out.     One  death  occurred  immediately  after 
operation  for   what  subsequently  proved  to  be  chorion- 
epitheUoma  involving  the  pelvis.    One  death  occurred  from 
heart  failure  a  couple  of  days  before  the  patient  was  to  leave 
hospital  after  an  operation  for  uterine  prolapse,  in  which  the 
interposition  operation  was  abandoned  on  account  of  ab- 
normal adhesions  between  the  bladder  and  the  uterus,  and 
in  which  colpo-perinceorrhaphy  alone  was  done.    One  death 
was  from  acute  general  peritonitis  after  an  operation  for 
tuberculous  appendages.     One  death  was  of  a  patient  who 
was  admitted  seven  months  pregnant,  with  high  tempera- 
ture and  rapid  pulse,  who  became  jaundiced  with  total 
suppression  of  urine.     Her  case  is  referred  to  later. 

It  will  be  seen  from  the  statistical  tables  that  the 
number  of  major  operations  has  been  considerable.  Hys- 
terectomy for  mahgnant  disease  is  almost  the  only  one 
in  which  the  figures  are  lower  than  for  the  previous  year. 
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Wertheim's  operation  was  performed  only  five  times, 
while  eight  cases  of  cancer  were  sent  out  without 
operation.  This  does  not  mean  that  I  operated  only  on 
early  cases  of  uterine  cancer.  I  have  operated  on  all  cases 
which  I  thought  afforded  any  prospect  of  relief,  but  most 
of  those  we  saw  during  the  past  year  have  been  charac- 
terised by  their  advanced  nature,  and  in  those  in  which 
operation  was  not  performed  the  disease  was  so  extensive 
as  entirely  to  prevent  any  operative  measures.  On  the 
other  hand,  the  number  of  operations  for  myomata  is  con- 
siderable. There  were  fifteen  hysterectomies,  all  of 
which  were  supra-vaginal,  and  twenty-four  myomecto- 
mies. It  is  noteworthy  in  what  a  large  proportion  of 
cases  it  was  found  possible  to  save  the  uterus.  All  these 
cases — both  hysterectomy  and  myomectomy — recovered. 

Twenty-five  operations  were  performed  for  prolapse. 
In  the  treatment  of  this  condition  I  have  followed  the  same 
lines  as  previously— that  is  to  say,  I  have  tried  to  dis- 
cover the  nature  of  the  lesions  present,  and  then  to  deal 
with  each.  Wertheim's  interposition  operation  was  done 
in  eighteen  cases.  My  own  operation  for  shortening  of  the 
utero-sacral  ligaments  was  done  in  thirteen  cases,  in  six  of 
which  the  interposition  operation  was  also  performed.  In 
one  case  I  did  a  reversed  Wertheim  operation,  bringing 
down  the  body  of  the  uterus  posteriorly  between  the 
vaginal  mucous  membrane  and  the  rectum.  I  did  this 
because  there  was  a  very  large  rectocele,  and  there  were 
no  muscles  in  the  pelvic  floor  that  could  be  brought 
together  to  re-form  the  perineum.  Consequently  I  saw  no 
other  way  of  curing  the  rectocele.  The  operation  appeared 
to  be  successful  in  so  far  as  the  keeping  up  of  the  rectum 
was  concerned,  but  I  was  not  greatly  pleased  with  the 
result  otherwise.     I  think  it  is  calculated  to  cause   too 
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abnormal  a  position  of  the  uterus.  I  have  made  several 
efforts  to  see  the  patient  now  that  some  time  has  elapsed 
since  the  operation,  but  I  have  not  been  able  to  do  so, 
so  that  I  can  give  no  opinion  as  to  its  ultimate  results. 
Prolapse  of  the  cervical  stump  after  a  hysterectomy  is  a 
complication  which  is  very  difficult  to  treat.  One  such 
case  came  under  treatment,  in  which  supra-vaginal  hys- 
terectomy had  been  done  some  years  before,  and,  as  the 
woman  at  the  time  suffered  from  prolapse,  the  operator 
had  fixed  the  upper  portion  of  the  stump  to  the  abdominal 
wall,  doing,  in  fact,  a  ventral  cervical  fixation.  Under 
the  strain  of  the  prolapsing  vagina,  however,  the  stump 
elongated,  until  eventually,  although  it  remained  fixed 
above,  it  projected  almost  through  the  vulva  below.  In 
this  case  I  operated  as  follows  :— I  first  freed  the  stump 
from  the  abdominal  wall  through  an  anterior  colpotomy 
opening,  and  then  carried  out  an  interposition  operation, 
exactly  as  if  the  stump  was  the  body  of  the  uterus.  This, 
however,  gave  no  support  to  the  upper  portion  of  the 
stump,  as  all  ligaments  were  gone,  and  there  was  no 
possibility  of  obtaining  support  from  them.  The  patient 
also  had  a  ventral  hernia,  and  so,  at  the  second  stage  of 
the  operation  I  cured  this  hernia,  and  at  the  same 
time  I  made  an  opening  into  the  posterior  vaginal  fornix 
from  above,  and  pulled  up  into  the  abdomen  the  vaginal 
portion  of  the  cervix.  I  excised  the  mucous  membrane 
of  the  cervical  canal,  and  then  tried  to  fasten  the  stump  to 
the  fascia  lying  over  the  sacral  vertebrse,  as  is  sometimes 
done  in  cases  of  rectal  prolapse.  Unfortunately,  how- 
ever, the  stump  was  not  long  enough  to  reach  so  high,  and 
so  I  found  the  remains  of  the  round  ligaments  and  sutured 
them  firmly  to  it.  At  the  first  operation  I  also  did  as 
extensive  a  perineorrhaphy  as  possible.     The  immediate 


By  Dr.   Henry  Jellett,  Master.  305 

results  of  the  operation  were  satisfactory,  but  I  have  not 
seen  the  patient  since,  so  cannot  state  what  its  later  results 
have  been. 

I  wish  now  to  refer  more  particularly  to  four  cases  of 
special  interest  that  occurred  during  the  year. 

Case  I. — M.  G.,  aged  thirty-three,  was  admitted  to  the 
Maternity  Wards  on  March  24th.  She  was  in  her  fourth 
pregnancy,  and  at  about  the  seventh  month.  She  gave  a 
history  of  vomiting  for  the  past  three  days,  with  severe  pain 
in  the  right  side  for  the  past  week.  On  admission,  her  tem- 
perature was  normal,  but  her  pulse  was  140.  She  was  very 
constipated,  and  complained  of  pain  in  the  region  of  the 
appendix.  As  it  was  thought  that  she  was  probably  suffer- 
ing from  some  trouble  in  the  appendix,  she  was  transferred 
to  the  Gynascological  Wards.  The  urine  contained  albumin, 
granular  casts,  and  red  blood  corpuscles.  Action  of  the 
bowels  was  obtained  by  means  of.enemata  and  purgatives. 
The  next  day  her  temperature  rose  to  F.  101°,  while  her  pulse 
dropped  to  120.  There  was  a  definite  area  of  tenderness  and 
fullness  to  be  made  out  on  the  right  side  of  the  abdomen. 
Mr.  Heuston  kindly  saw  the  case  with  me,  and  made  a  pro- 
visional diagnosis  of  an  appendicular  abscess.  He  accord- 
ingly opened  the  abdomen  the  same  evening  on  account  of 
the  rising  temperature.  There  was  considerable  difficulty 
in  finding  the  appendix  owing  to  the  displacement  of  the 
caecum  by  the  pregnant  uterus,  and,  when  it  was  found, 
there  was  no  abscess  near  it.  The  appendix  was  normal  in 
length  and  thickness,  and  was  slightly  kinked.  It  was  re- 
moved in  the  ordinary  manner.  The  patient  vomited  some- 
what after  the  anaesthetic,  but  the  vomiting  ceased  the 
following  morning.  The  next  day  calomel  was  given  in  grain 
doses,  and  the  bowels  moved  slightly  three  times.  The  next 
morning  the  patient  was  jaundiced,  the  colour  being  especi- 
ally noticeable  in  the  conjunctivae,  and  after  mid-day  there 
was  almost  total  suppression  of  urine.  At  the  same  time 
her  temperature  became  sub-normal,  while  the  pulse  was 
120,  and  the  respirations  36.  Later  in  the  evening  the  pulse 
became  very  rapid  and  weak.  Sub-mammary  injections  of 
T.  17 
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saline  solution  were  given,  and  diuretics  by  the  mouth.  The 
patient  only  passed  an  ounce  and  a  half  of  urine  during  the 
night.  She  became  very  restless,  and  towards  morning 
became  comatose,  and  died  at  8  a.m. 

The  post  mortem  examination  revealed  an  abscess  in  the 
right  kidney,  and  another  of  smaller  size  in  the  left  kidney. 
The  infecting  organism  was  the  Staphylococcxis  aureus. 

This  case  is  particularly  interesting  on  account  of  the 
impossibility  of  making  an  exact  diagnosis  during  life. 
There  was  nothing  definitely  suggesting  such  a  condition 
as  abscess  of  the  kidneys.  Any  special  symptoms  pointed 
to  the  appendix,  or  possibly  to  a  septic  peritonitis,  and 
yet,  at  the  operation,  there  was  no  evidence  of  trouble  in 
the  one  or  of  the  presence  of  the  other. 

Case  II. — Chorion-epithelioma  with  Extensive  Involvement 
of  the  Pelvic  Cavitxj.—C.  McC,  aged  thirty-five,  was  ad- 
mitted to  the  Hospital  on  the  22nd  of  August.  She  stated 
that  she  had  been  married  for  four  years,  and  had  had  three 
children  at  full  term,  the  last  pregnancy  being  a  year  ago. 
She  complained  of  swelling  of,  and  severe  pain  in,  the 
abdomen.  The  latter  began  about  three  weeks  ago,  and 
about  the  same  time  she  first  noticed  the  swelling.  Men- 
struation was  irregular.  When  it  occurred  it  lasted  for  six 
days,  and  was  heavy  in  amount,  with  some  pain.  The  last 
regular  menstruation  was  six  weeks  ago,  and  since  then  she 
had  had  some  blood-stained  discharge.  On  examination,  a 
tumour  was  found  lying  behind  the  uterus.  It  filled 
Douglas'  pouch,  and  extended  some  way  above  the  brim  of 
the  pelvis,  and  was  soft  in  consistency.  A  few  days  later 
the  abdomen  was  opened.  The  omentum  was  found  to  cover 
a  dark  tumour,  resembling  blood-clot,  about  the  size  of  an 
ostrich  egg.  The  tumour  contained  dark,  bloody  fluid.  It 
was  exceedingly  friable,  and  was  situated  behind  the 
uterus,  extending  somewhat  above  the  promontory  of  the 
sacrum.  It  was  adherent  to  the  uterus,  intestines,  and  retro- 
peritoneal tissue.  It  extended  round  the  right  ureter  and 
right  uterine   artery,  which  appeared   as   if  they   had    been 
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dissected  out  by  it.  The  intestine  was  nearly  perforated  at 
one  spot.  The  right  tube  and  ovary  were  involved  in  the 
tumour.  I  thought  that  I  was  dealing  with  an  old  pelvic 
haematocele,  which  was  partly  intra-  and  partly  extra-peri- 
toneal and  in  that  belief  I  tried  to  remove  the  mass.  As  I 
have  mentioned,  it  was  very  friable,  and  it  bled  freely  where- 
ever  it  was  separated.  I  removed  as  much  of  it  as  I  could, 
and  then,  failing  to  check  the  hsemorrhage  in  other  ways,  I 
tried  to  plug  Douglas'  pouch  tightly  with  iodoform  gauze. 
The  bleeding,  however,  continued,  and  the  patient  died  a 
few  minutes  after  the  operation  was  over,  I  regret  to  say 
that  even  during  the  operation  I  had  no  suspicion  of  the 
kind  of  case  with  which  I  was  dealing,  and  thought  all  along 
that  it  was  one  of  pelvic  haematocele.  Consequently,  I  did 
not  ask  for  a  post  mortem  examination,  and  it  was  only  some 
days  later,  when  I  received  the  report  of  the  pieces  of  tumour 
that  I  had  removed,  that  I  learnt  the  nature  of  the  case.  I 
especially  regret  the  omission  of  the  post  mortem  examina- 
tion, as  I  am  consequently  unable  to  state  what  was  the 
condition  of  the  uterus.  Dr.  Eowlette's  report  of  the  frag- 
ments removed  is  as  follows:  — 

"  The  fragments  consisted  of  clot  mixed  with  friable  tissue, 
and,  under  the  microscope,  masses  of  syncytial  tissue  were 
seen,  some  of  which  were  very  degenerate." 

It  is  interesting  to  note  that  there  were  no  pulmonary 
complications  present  in  this  case,  although  it  was  apparently 
of  some  standing. 

Cases  III.  and  IV.— Two  Cases  of  Ruptured  Uterus.— 
Two  patients,  both  of  whom  were  suffering  on  admission 
from  rupture  of  the  uterus,  were  sent  into  Hospital  by  out- 
side practitioners  in  October.  At  the  time  I  was  laid  up,  and 
off  duty,  and  they  were  both  seen  and  operated  upon  by  my 
assistant.  Dr.  Madill. 

The  first  case— J.  W.,  aged  thirty-four — was  in  her  sixth 
pregnancy.  It  was  stated  that  the  uterus  had  ruptured 
about  seven  hours  after  labour  began.  On  admission  it  was 
found  that  the  child  had  escaped  into  the  abdominal  cavity 
with  the  exception  of  the  head,  which  was  still  in  the  uterus. 
Dr.    Madill   opened   the  abdomen  in   the   middle   line.     He 
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removed   the   fcstus    and   placenta,    and   then   performed    a 
supra-vaginal  hysterectomy.     In   spite  of   the   serious   con- 
dition in  which  the  patient  was  on  admission  she  rallied  well 
from  the  operation,  and  was  discharged  cured  a  month  later. 
The  second  case— M.  D.,  aged  thirty-two— was  admitted 
to  the  Hospital  a  few  days  later.     It  was  evident  from  her 
history  that  she  had  been  for  several  days  in  labour,   and 
she   was  in  a   much   more   serious   condition  on   admission 
than  was  the  first  patient.     She  was  stated  to  have  had  pain  . 
for  a  fortnight  prior  to   admission,   during  which   time  she 
had  had  almost   no   sleep.      On    the   morning   just    prior   to 
her  being   sent  to  Hospital   the  forceps   was   applied  three 
times,  but  failed  to  effect  delivery.     On  examination  of  the 
abdomen  the  fostus  was  found  to  be  in  the  abdominal  cavity, 
while,  through  the  vagina,  the  head  could  be  felt  presenting. 
It  was  large,   and  its  bones  overlapping.     Subsequently  it 
proved  to  be  hydrocephalic.     The  condition  of  the  patient 
was  so  very  bad  that  both  Dr.  Madill  and  Dr.  Purefoy,  who 
also  kindly  saw  the  case,  hesitated  to  operate,  and  waited  for 
a  little  in  the  hope  that  the  patient's  condition  might  slightly 
improve.     Later  in  the  day — as  a  last  chance — the  abdomen 
was  opened.     A  good  deal  of  free  blood  was  found  in  the 
peritoneal  cavity,  and  the  fcetus  and  the  placenta  were  both 
outsde    the    uterus.      They    were    removed,    and    a    supra- 
vaginal hysterectomy  performed  with  as  little  delay  as  pos- 
sible.    The  patient,  however,  died  just  as  the  operation  was 
complete. 

Dr.  Madill  has  published  the  notes  of  these  two  cases, 
and  they  will  be  found  in  the  ' '  Transactions  ' '  of  the 
Royal  Academy  of  Medicine  in  Ireland. a 

Three  or  four  years  ago  I  showed  at  the  Obstetrical 
Section  of  the  Academy  a  patient  on  whom  1  had  per- 
formed a  plastic  operation  for  the  cure  of  pendulous 
abdomen,  the  result  of  over-stretching  of  the  fascia  and 
separation  of  the  recti  muscles  during  pregnancy.  I 
operated  on  this  patient  by  a  method  of  my  own,  and  sub- 
sequently she  became  pregnant  and  went  to  full  term ,  and 

■  See  Abstracts,  Section  of  Obstetrics,  7th  February,  1913. 
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was  confined  at  the  Kotunda  Hospital  without  any  over- 
stretching or  yielding  of  the  abdominal  wall. 

During  the  past  year  I  have  operated  on  four  more 
cases,  making  a  total  in  all  of  some  six  or  seven,  and  so  I 
think  it  is  worth  referring  to  the  operation  in  this  Keport. 
Although  I  evolved  its  steps  for  myself,  I  have  since  found 
that  it  must  be  considered  as  based  on  Blake's  modification 
of  Mayo's  operation  for  umbilical  hernia.  I  am  not  aware 
however,  that  any  one  has  adopted  a  similar  procedure  for 
the  cure  of  pendulous  abdomen.  I  hope  at  a  later  time  to 
describe  the  operation  more  fully  in  a  special  paper.  Here, 
I  will  merely  say  that  its  steps  are  as  follows  : — 

First,  the  excision  of  an  oval  piece  of  skin  extending 
from  a  little  below  the  ensiform  cartilage  to  a  little  above 
the  symphysis.  The  width  of  the  piece  removed  depends 
on  the  amount  of  redundant  skin. 

Secondly,  a  vertical  incision  through  the  whole  length 
of  the  exposed  fascia  into  the  peritoneal  cavity. 

Thirdly,  the  suture  of  the  edge  of  the  conjoined  fascia 
and  peritoneum  on  the  left  side  to  the  peritoneum  at  the 
opposite  side,  outside  the  belly  of  the  rectus  muscle  in 
such  a  manner  that  the  left  fascia  lies  under  the  right 
muscle. 

FourtJily ,  the  opening  of  the  entire  length  of  the  sheath 
of  the  rectus  muscle  on  the  left  side.  This  opening  is  made 
through  the  anterior  layer. 

Fifthly,  the  opening  of  the  entire  length  of  the  sheath 
of  the  rectus  muscle  on  the  right  side.  This  opening  is 
made  through  the  posterior  layer. 

Sixthly,  the  suture  of  the  bellies  of  the  recti  muscles 
thus  exposed  to  one  another.  This  suture  also  includes 
the  anterior  edges  of  the  opening  in  their  respective 
sheaths. 
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Seventhly,  the  suture  of  the  edge  of  the  fascia  on  the 
right  side  to  the  fascia  on  the  left  side  outside  the  left 
rectus  muscle  in  such  a  way  that  the  right  fascia  covers 
over  the  left  muscle. 

Lastly,  the  closure  of  the  incision  in  the  skin. 

I  have  had  uniformly  successful  results  from  this  pro- 
cedure, and  as  pendulous  abdomen  with  marked  protrusion 
of  the  intestines  and  general  lowering  of  intra-abdominal 
tension  is  a  very  serious  cause  of  ill-health  in  women  I 
think  that  it  is  one  that  is  worthy  of  attention. 

Tn  my  last  Keport  I  took  the  opportunity  of  bringing 
before  you  the  probable  consequences  of  the  Insurance 
Act,  so  far  as  maternity  hospitals  were  concerned,  and  I 
tried  to  show  you  how  illogical  were  the  rules  drawn  up 
to  govern  the  Maternity  Benefit.  Since  that  time  a  Joint 
Committee  of  the  three  Dublin  Maternity  Hospitals  has 
been  appointed  for,  I  believe,  the  first  time,  and,  thanks 
to  the  work  that  has  been  done  by  the  Committee,  as  well 
as  to  the  support  given  to  the  demands  of  Maternity 
Hospitals,  both  here  and  elsewhere,  by  the  General 
Medical  Council,  the  objectionable  rules  issued  by  the 
Commissioners  have  been  altered.  It  is  now  possible  for 
a  woman  to  receive  her  maternity  benefit  who  is  attended 
in  her  home  by  the  recognised  students  or  pupil  midwives 
of  the  Hospital,  while,  in  the  case  of  a  woman  confined 
in  the  Hospital,  the  benefit  may  be  paid  either  to  her 
dependents  or  to  herself  as  soon  as  she  has  left  the 
Hospital.  I  trust  that  the  success  that  has  attended  the 
appointment  of  this  Joint  Committee  of  the  Dublin 
Maternity  Hospitals  will  lead  to  its  continuance,  as  I 
believe  that  such  a  committee  can  do  much  to  promote 
our  common  interests.  If  it  had  been  in  existence  some 
years  ago  I  do  not  think  that  our  duly  qualified  midwives 
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would  now  have  to  go  to  England  for  examination  by  the 
Central  Midwives  Board. 

In  conclusion,  I  have  cordially  to  thank  my  Assistants 
and  the  nursing  staff  of  the  Hospital  for  the  care  and 
attention  they  have  devoted  to  it  during  the  past  year,  and 
the  Lady  Superintendent  particularly  for  the  manner  in 
which  she  has  adapted  the  w^ork  of  the  nursing  staff  to  the 
altered  conditions  which  have  resulted  from  the  erection 
of  the  new  Labour  Wards. 

N.B.^The  mortality  percentage  and  average  in  the 
Intern  Maternity  Department  is  calculated  on  the  total 
admissions,  and  not,  as  heretofore,  on  the  total  deliveries. 
The  reason  for  this  is  obvious.  Formerly  if  a  woman  was 
under  treatment  for  eclampsia  at  the  sixth  month  and 
died  she  was  counted  amongst  the  deaths,  whereas  if  she 
recovered  and  left  the  Hospital  undelivered,  she  was  not 
included  under  the  recoveries,  thus  giving  an  exaggerated 
idea  of  the  actual  mortality  rate. 


APPENDIX    A. 


STATISTICS   OF   THE    MATERNITY    DEPARTMENT. 


Extern  Department. 
Tablk  No.   I. — Nature  and  Number  of  Cases  Treated. 


Total  Deliveries 

2339 

Operations — 

Manual      removal    of 

Presentations — 

placenta 

18 

Vertex    - 

1,952 

Forceps  - 

54 

„      Face  to  pubes 

12 

Version  - 

8 

Face 

8 

Suture  of  perinasal  lacera- 

Brow 

4 

tions  - 

186 

Breech    - 

66 

Transverse 

5 

Maternal  mortal!  tj' — 

10 

Twins 

32 

Triplets 

1 

Hydramnios 

1 

Infantile  mortality — 

Vesicular  mole 

2 

Recent    - 

54 

Abortions  and  Miscarriages 

324 

Macerated 

8 

Haemorrhages — 

Unavoidable 

5 

Foetal  abnormalities — 

Accidental 

4 

Anencephalus 

3 

Post  imrtum 

11 

Spina  bifida 

2 

Hydrocephalus   - 

4 

Prolapse  of  Cord     - 

6 

Hypospadias 

1 
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Tabi.k  No.   II. — Nature  and  Number  of  Cofen  Treated. 


Total  admissions      - 

2,474 

Accidental  complications — con 

Total  deliveries 

2,136 

Myomata  of  uterus 

1 

Primiparae 

726 

(Edema  of  vulva  (renal)    - 

2 

Multiparse 

1,410 

Cardiac  Disease 
Spleno-medullary 

I 

Presentations — 

Leukaemia 

1 

Vertex,  normal  rotation 

2,020 

„       face  to  pubes 

17 

Eclampsia    - 

14 

Faoe 

11 

Crural  phlegmasia   - 

7 

Brow 

2 

Mastitis 

1 

Breech 

53 

Parotitis 

1 

Transverse 

9 

Twins           ... 

31 

Operations — 

Pelvimetry 

16 

Complications  of  Pregnancy- 
Hyperemesis 

2 

Induction  of  labour  and 
miscarriage — 
for  haemorrhage 

1 

Hydramnios 

Abortions  and  miscarriages 

3 

59 

,,  toxaemia  and  dead 
foetus 

4 

Episiotomy 

4 

Haemorrhages — 
Unavoidable 
Accidental,  external 

7 
1 

Impacted   shoulders 
Cleidotomy 

Suture  of  perinseal  lacera- 
tions— 

2 
1 

Post  partutn 

„      internal  traumatic 
(hsematoma  vulvae) 

7 
2 

Complete 
Incomplete 
Suture  of  cervical  lacera- 

3 

543 

tions 

2 

Lacerations  of  genital  tract— 

- 

Forceps    - 

Version     ... 

79 
22 

Perinaeum 

546 

Cervix  (serious)    - 
Uterus  (complete  rupture) 

2 
2 

Caesarean  Section — 
Abdominal  conserva- 

Contracted pelvis    - 

24 

tive  (classical) 
,,            radical 

4 

1 

Placental  abnormalities — 

Pubiotomy 

3 

Adherent ... 

20 

Craniotomy 

6 

Praevia      ... 

7 

Manual  removal  of  placenta 

20 

Battledore 

1 

Succenturiate 

1 

Excision    of    thrombosed 

ovarian  vein 

2 

Abnormalities  of  cord — 

Panhysterectomy   - 

2 

Velamentous  insertion     - 

1 

Supra-vaginal  Hysterectomy 

2 

Prolapse  - 

10 

Ovariotomy  (associated  with 

Caesarean  Section) 

1 

Accidental  Complications 

Morbidity  (B.  M.  A.  standard)- 

_ 

Epilepsy  - 

1 

Average                -         1  in  18 

.06 

Phthisis    - 

2 

Percentage            -            -     5.53 
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Taijlk  No,  U.— Nature  rnid  Numher  of  Cnsp.^  Treafed.  -  <nn. 


Mortality — (wcZe  page  311) 

Foetal  abnormalities — con. 

Total 

11 

Cleft  mouth  and  occlusion 

Average    -             -             1 

in  225 

right  ear 

1 

Percentage 

0.44 

Patent  foramen  ovale 

1 

Congenital  syphilis 

2 

Infant  statistics — 

Genu  recurvatum 

1 

Total  births 

2,108 

Hydrocephalus     - 

2 

Alive     - 

2,016 

Spina  bifida 

3 

Dead     - 

92 

Talipes     - 

10 

Premature     -          35 

Full  term — 

Recent       -          24 

Macerated            33 

Infantile  complications — 

Children  born  alive  'vho 

Cephalhsematoma 

4 

died  in  hospital 

38 

Cerebral  haemorrhage 

1 

Total  born  dead  or  died 

Fractured  clavicle 

1 

in  hospital 

130 

Hernia 
H\'phsemia 

1 
1 

Foetal  abnormalities — 

Gangrene  of  arm 

1 

Ascites 

1 

Imperforate  anus 

2 

Anencephalus 

6 

Melffina 

5 

Cleft  palate 

1 

Ophthalmia 

7 

Tablk  No.  III. —  Pelvic  Presevtatiovs. 


Para 

Total 

Dead  Children 

Rbmarks 

Primipara3 

17 

36 
53 

Recent             1 
Macerated      1 
Total          2  \ 

One  was  associated  with  pro- 
lapse of  cord 

1'hree  occurred  in  twin  preg- 
nancies 

One  associated  with  fractured 
clavicle 

One  occurred  with  eclampsia 

Multiparse 

Totals 

1 

Recent             4  ^ 
Macerated      5 
T.ital          9 

Total        11 

/ 

Seven  occurred  in  twin  preg- 
nancies 

One  had  fractured  clavicle 

One  was  premature 

One  associated  with  prolapse 
of  cord 

One  occurred  with  placenta 
previa 

One  associated  with  acci- 
dental haemorrhage 

Tabi  e  No.  IV.- 

-Twins 

Both  males 

- 

7 

Both  females 

- 

10 

Male  and  female 

■ 

14 

Tocai     - 

31 
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Remarks 

1st,  labour  face ;  2nd, 
forceps  ;  33  hours  in  1st 
stage  ;  Walcher  position 
3  hours  ;  head  remained 
high ;  morphia  gr.  | ; 
forceps. 

See  Table  \1U.  Prolapsed 
cord 

Symphysiotomy  and  extra- 
peritoneal Csesarean  sec- 
tion in  pre\nous  labours. 
See  Table  XL 

Head  free  ;  os  2  fingers  ; 
membranes  ruptured ; 
Champetier  bag  inserted, 
expelled  in  6  hours ; 
no  haemorrhage  during 
pubiotomy 

Weight 

of 
Child 

.  wloo                                    nto                                    nKf 

Result 

to 
Child 

Alive 

Dead 

Alive 

Result 

to 
Mother 

Recovered 

Mode 

of 

Delivery 

Forceps 

Craniotomy 

Caesarean 
section 

Pubiotomy, 

Bumm's, 

followed  by 

forceps 

a 
p 
'-3 

a 
<o 
to 
<u 

Vertex 

Posterior 

Fontanelle 

Vertex 

m 

a 

(■1 
o3 

a 
H 

cms. 
12.5 

> 
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a  1                II 

1 

<3 

(M                                CO        <M                    <N 

i 

525 

K.  B. 

A.  C. 
M.  G. 

K.  B. 

Remarks 

Histor}'  of  forceps  with 
1st ;  no  history  of  2nd 
because  ansssthetic  given. 
Pubiotomy  not  per- 
formed because  of  nnr- 
rowing  of  pubic  arch. 
See  Table  XI. 

Version  because  of  pro- 
lapsed and  pulsating 
cord  ;  history'  of  forceps. 
Great  difficult}'  in  ex- 
traction of  breech.  See 
Table  VIII. 

First,     forceps.        Outlet, 
11      cm.,      antero-post 
9  cm.  trans. 

41      hours     in     labour; 
mem  branes     ruptured 
when  measurements  taken 
30  hours  before  delivery 

Weight 

of 
Child 

Result 

to 
ChUd 

Alive 

Dead 

Alive 

>> 

Dead 

S 

Result 

to 
Mother 

Recovered 
>> 

6 

< 

Mode 

of 

Delivery 

Caesarean 
section 

Version  and 
extraction 

Spontaneous 
Forceps 

a 
o 

s 

a 

s> 
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Face 
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Breech 
Vertex ' 

m 

a 

a 

2 

OS 

© 

a 

<s 

b 

H 

cms. 
12.5 

10.5 
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10.5 
9.75 
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Admitted     very 
swollen.     1st  fit 
9     hours     after 
deliver\%    Coma 
from  2nd  fit  till 
death,  which 
occurred  53 
hours      later. 
Nearly  complete 
suppression     of 
urine.  Laboui'  ■  I 
respirations,  f  st 
full       pulse. 
Death 

6i    months    preg- 
nant.     One    fit 
before  admission 
Fits    at    hourly 
intervals.   After 
last  one  respira- 
tions and  pulse 
iinpercept  i  b  1  e . 
Oxygen       a  n  d 
artificial     iTspi- 
ration  of  no  ,a\  ail  i 

Result 

to 
ChUd 

Result 

to 
Mother 

5 
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S 

Morphine, 

stomach  and  bowel 

lavage,  purgatives. 

Digitaline. 

Hot  stupes. 

Infusions 
Venesection 

Morjihine, 

stomach  and  bowel 

lavage,  purgatives. 

Oxygen,  artificial 

respiration 
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solid, 
casts, 
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solid, 

blood  and 
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Two    fits    in    Ex- 
tern. Recovered. 
On  8th  evening 
had     diplopia. 
Induction       o  f 
labour      by 
K  r  a  u  s  e  '  s 
method,     f  o  1  - 
lowed  by  version 

First  fit  when  head 
0  n     perinaeimi. 
Child  expressed. 
2nd      .3      hours 
later 

Result 

to 
Child 

Dead, 
mace- 
rated 

Alive 

Result 

to 
Mother 

Re- 
covere  d 

a 
1 

H 

Morphine, 

purgatives, 

induction  of 

labour 

Morphine, 
stomach  and  bowel 
lavage,  purgatives 
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In  one  casa  the  cord  was  tightly 
wound  round  the  neck 

In  two  cases  the  cord  was  tightly 
wound  round  the  neck 

See  Table  VII. 

The   child   was   macerated.      See 
Table  XIII. 
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Indications 

Delay  in  second  stage 

Delay  in  second  stage.     Persistent 

occipito-posterior 
Delay    in    second    stage.      Face 

turned  to  vertex 
Primary  inertia  (foetal  distress)    - 

Eclampsia 

Prolapsed  cord 

Contracted  pelvis  - 

Hyperemesis 

Haematemesis 

Total    - 

332  Clinical  Eeport  of  the  Rotunda  Hospital. 


Tablk  No.  X.   A. — Number  of  Preijuaucji  of  Patients  in  ivhom  the 
Forcfips  ivas  ajiplml. 


Para 

Number  of 
Forceps  Cases. 

I.  -            -            - 

II.  - 
III. 

IV.  - 

V.  and  over 

Total 

67 
5 
4 
1 
2 

79 

Table  No.  X.  B. — Ages  of  Patients  in  ivhom  the  Forceps  was  applied 


Age 

Number  of 
Forceps  Cases. 

17-25 
26-30 
31-35 

36  and  over     - 
Total 

26 

3] 

18 

4 

79 
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Remarks 

See  Table  VII. 

See  Table  VII. 

Eighteen   months   previously 
right  ovariotomy,  resection 
of   left  ovary  and   ventral 
suspension.   Admitted  with 
distended   abdomen,   large 
veins  running  over  it  and 
ascites.       Foetus    felt     on 
right  side  and  tumour  on 
left.     Abdomen  opened  in 
middle    line,    and    then    a 
transverse    incision    across 
left  rectus  to  give  access  to 
tumour,  which  was  size  of 
full    term    uterus,    and    a 
malignant    ovarian    papil- 
loma.     Tumour    removed, 
and       then        Cesarean 
section 

Result 

to 
Child 

Alive 

Result 

to 
Mother 

Recovered 

When 
performed 

In  labour 
Before  labour 

Indication 

Contracted 
pelvis 

Abdomen 

distended 

with  ascites 

and  ovarian 

cyst 

Nature  of 
Operation. 

Conservative 
(Classical) 

Ovariotomy, 
followed  by 
Cesarean  sec- 
tion 
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Table  No,  XII. — Morbiditn—B.  M.  A.  Standard, 


1 

j 

jz 

O           01 

Jan. 
Feb. 

3. 
< 

Z. 

1-3 

< 

0. 

0 

0 

CS 

0 

Total  Deliveries 

i.'se 

160 

177     160 

187 

176 

174 

192 

184 

179 

168 

164 

2077 

Cases  Morbid  - 

9 

9 

6 

9 

20 

4 

7 

11 

11 

11 

7 

11 

115 

Percentage 

5.76 

5.62 

3.38 

5.62 

10.69 

2.27 

4.02 

0.72 

5.92 

6.14 

4.04 

6.70 

5.53 

Total  number  of  morbid  cases           -          115 

Total  percentage  morbidity                 -             5.53 

Total  average  morbidity                      •  1  in  18.06 

Table  No.  XII.  A. 

Comparison   of  Morhidity   in    Primipara;   and  MultiparcB. 

PRIMIPAR^. 


> 

0 

i 

d 
-■s 

1-5 

<i> 

1 

< 

1 

1-5 

9 
1-5 

Aug. 
Sept. 

0 

0 

"3 
1 

Total  deliver- 

51 

54 

55 

54 

64 

52 

79 

78 

62 

69 

51 

57 

726 

Cases  Morbid 

3 

3 

4 

3 

9 

3 

4 

5 

7 

8 

■  3 

9 

61 

Percentage    - 

5.88 

5.55 

7.27 

5.55 

14.06 

5.76 

5.06 

6.41 

11.27 

11.59 

5.88 

15.79 

8.40 

Total  average  morbidity          -          1  in  11.9 

Total  percentage  morbidity      -                   8.4 

MULTIPARA. 

'otal  deliver- 

105 

106 

122 

106 

123 

124 

95 

114 

122 

110 

117 

107 

1351 

ies 

^ases  Morbid  - 

6 

6 

3 

5 

11 

1 

3 

6 

4 

3 

4 

2 

54 

'ereentage     - 

5.71 

5.66 

2.45 

4.78 

8.94 

.80 

3.15 

5.26 

3.28 

2.72 

3.41 

1.86 

3.99 

Total  average  morbidity            -       1  in  25.01 

Total  percentage  morbidity      -                3.99 

I 
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Table  No.  XII.  B. — Extra-genital  Causes  of  Morhiditij. 


Phthisis 

Mastitis 
Nephritis    - 
Lobar  pneumonia  - 
Cystitis 
Parotitis 
Rheumatism 


Total    - 


2 
1 
2 
3 
1 
1 
1 

11 
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Table  No.  XII.  D. — Duratio7i  of  Stay  in  Hospital  of  Morbid  Cases. 


Under  10  days 
10-19     „ 
20-29     „ 
Over  29     „ 

Total 


60  cases,  including  8  deaths  ' 
28       „  „  — 

15       „  „       2  deaths 

12       ,,  „       1  death 


III 


1 1  deatlis 


Table  No.  XII.  E. — Duratian  of  Ttinpcratiire. 


Under  5  days 
5-9     „ 
10-19     „ 
Over  19     „ 

Total 


73  cases,  including  6  deaths  * 
19       „  „       3  deaths 

12       „  „  — 

11       „  „       2  deaths 


115 


11  deaths 


Table  No.  XII.  F. — Highest  Temperature  Recorded. 


\ 


F  100°-100.9° 

ior-ioi.9° 

102°-102.9° 
103°-103.9° 
104°  and  over 

Total 


39  cases,  including  3  deaths  * 
28     „  „         2       „ 

25  2 

13     ''  ''         1  death 

10     „  .,         3  deaths 


115 


11  deaths 


*  Two  of  these  patients  died  within  a  few  hours  of  their  admiBsion. 
Table  No.  XII.  G. — Treatment  of  Morbid  Cases  of  Genital  Origvu 


Utero-vaginal  douching     .  .  - 

Administration  of  vaccine 
Extirpation  of  thrombcscd  ovarian  vein  - 
Laparotomy  and  Drainage 
Hysterectomy        .  .  -  - 


85  patients 
47 

2 

2 

1  jjatient 


Table  No.  XII.  H. —  Utero-Vaginal  Douches. 


34  patients  had  1  douche 
33      „           „     2  douches 
9       „          „     3      „ 
5       „           „     4       „ 
3       .,           „     5       „ 
1  patient     ,,     6      „ 

Total 

85 
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E  No.  XII.  I. —  Nature  of  Infection  and  of  Vaccine  in   Cases  in  ivhich 

Vaccine  ivas  used. 


Infection 


Vaccine  Used 


Results 


Remarks 


Streptococcus 


Rotunda  stock 
Do.  of  St.  aureus 


St.  aureus. 


Streptococcus 
and  St.  aureus 


St.  aureus  and 
B.  Coli 


Rotunda     stock    and 

pneumonia  1 

Rotunda  stock  and 
autogenous  and  Ro- 
tunda Staph.  2 

Rotunda  St.  aureus  1 

Do.  and  Strcpto.  3 


Rotunda  Strepto.    and 

St.  aureus  2 

Rotunda  Strepto.  1 


Rotunda  St.  aureus  and 
auton-enous  B.  Coli 


All 
recovered 
Recovery 


Recovery 


2  Deaths 


Reco  very 
1  Death 


Recovcr^V' 


Undiscovered      Strepto.  and  S.  aureus     4 


Strepto. 
St.  aureus 


2  Deaths 


Recovery 
1  Death 


In  2  cases  serum  was 
also  given 


Septic  pneumonia 
after  rupture  of 
uterus 


Abscess  of  lung  and 
abscess  of  spleen 


Death  from  acute 
peritonitis  during 
secondary  syphilis 


Cvstitis 


One  death  followed 
on  panhysterec- 
tomy ;  one  on 
abscess  of  ovary 


Gangrene  of  limb 


I 
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Tablb 

XII.  J.- 

—Number  of  Injections  of  Vaccine  in,  each  Patient. 

No. 
of 

No. 
of 

Results 

Remarks 

Injections 

Cases 

1 

5 

All  recovered 

— 

2 

9 

7 

One  death  after  i)anhysterectoiiiy  f 
myoma ;  one  from  general  pe 
tonitis  during  secondary  syphilis 

3 

8 

7 

One  death  from  gangrene 

4 

10 

All  recovered 

— 

5 

2 

» 

— 

G 

1 

" 

— 

8 

2 

" 

— 

9 

2 

,> 

— 

10 

o 

2  Deaths 

One  from  abscess  of  ovary  ;  one  frc 
abscess  of  spleen 

11 

2 

1  Death 

Abscess  of  lung 

12 

1 

Recovered 

— 

15 

1 

» 

17 

1 

=  . 

— 

25 

1 

» 

" 

THE    STANDARD    OF    MORBIDITY. 

The  following  is  the  definition  of  morbidity  as  laid  down  by  a 
Special  Committee  of  the  British  Medical  Association : — "  A  temperature 
is  to  be  regarded  as  morbid  which  reaches  F.  100°  on  any  two  occasions 
between  the  beginning  of  the  second  and  the  end  of  the  eighth  day.  AH 
deaths  are  to  be  included  as  morbid,  irrespective  of  temperature  ;  and,  as 
some  maternity  hospitals  do  not  admit  abortions,  these  for  the  sake  of 
uniformity,  are  eliminated  from  the  morbid  statistics.  The  temperature 
is  to  be  taken  in  the  mouth  twice  daily,  as  close  as  possible  to  the  hours 
of  8  a.m.  and  5  p.m." 
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APPE^^DIX  B. 

Statistics  of  the  Gynecological  Department. 


Table  No.   I. — Number  of  Admissions  and  of  Operations. 

Number  of  Admissions                    .... 
„            Operations - 

587 
479 

Tablio  No.  II. — Nature  and  Nvmher  of  Operations. 


Vulva  and  Perineum — 

Removal  of  polypus  -       1 

Extirpation    of    Aailva    for 

carcinoma              -  -       1 

Removal  of  Bartholin's  cyst       6 

Perinseorrhaphy — 

Complete               -  -     12 

Incomplete            -  -     80 

Urethra — 

Excision  of  caruncle  -       3 

Vagika — 

Anterior  Colporrhaphy  -       1 

Posterior  colpotomy  -       6 

Excision  of  vaginal  cj'st  -       1 

Vesico-vaginal  fistula  -       4 

Recto-vaginal  fistula  -       2 

Rectum— 

Excision  of  haemorrhoids  -       2 

Cervix — 

Trachelorrhaphy      -  -     14 

Amputation              -  -     97 

Posterior  division    -  -       5 

Uterus — 
Curettage — 

Alone        -             -  -     98 
Combined  with   other 

operations         -  -  170 
Removal  of  polypus  (benign)      8 


Uterus — con. 

Vaginal  shortening  of  utero- 

sacral  ligaments  - 
Vaginal      fixation       round 

ligaments 
Interposition  of  uterus 
Reversed    interposition    of 

uterus 
Ventral  suspension — 

Alone 

Combined   with   other 
operations 
Extra-peritoneal  shortening 

round  ligaments  -  '  - 

Intra-poritoneal   shortening 

round  ligaments  - 
Gilliam's  operation  - 
Anchoring  cervical  stump  to 

roiind  ligaments  - 
Myomectomy — 

Abdominal 

Vaginal    -  -  - 

Hysterectomy — 

Abdominal — • 
Supra-vaginal  - 
Complete 
Wertheim 

Vaginal    - 


Tubes  and  Ovaries — 
Ovariotomj' 
Resection    of    ovarj' 

other  operations  - 
Salpingostomy 


with 


13 


17 


98 


85 


24 
1 


24 

2 


23 
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Table  No.  II. — continued. 


Tubes  and  Ovaries — con. 

Miscellaneous — 

Resection  of  tube  with  other 

Appendicectomy,  associat.d 

operations 

4 

with  other  operations 

s 

Salpingectomy — 

Single 

27 

Herniotomy — 

Double     - 

2 

Umbilical 

o 

Salpingo-oophorectomy 

Ventral     - 

1 

(alone) — 

Plastic  operation  for  pendu- 

Single  - 

1 

lous  abdomen 

4 

Double 

2 

Resection  of  intestine 

o 

Salpingo-oophorectomy,  with 

Mastitis        ... 

2 

other  operations — 

Scraping  abdominal  sinus   - 

2 

Single   - 

1 

Double  (omitting 

Mortality     - 

9 

hysterectomies) 

4 

Percentage            -             - 1 

5:5 

Tubal  pregnancy 

5 

Average    -              -     1  in  05 

oo 

Removal  parovarian  cyst   - 

3 

Table  No.  III. — Nature  and  Number  of  Cases  Treated  ivithoiit 

Operation. 


No  treatment  indicated 

-     32 

Vaginitis 

-       4 

Refused  treatment    - 

-     30 

Vulvitis 

-       1 

Pregnancy     - 

-     15 

Pelvic  cellulitis 

-       1 

Operation  contra-indicated  by 
general  health        -            -       7 

Cystitis          -            -            -       3 

Atrophic  uterus 

Inoperable     malignant 
ease 

-  1 

dis- 

-  8 

Displacement      treated 
pessary 

by 

4 

Rectal  carcinoma 

-       1 

Ascites 

1 

Total 

-  108 

I 
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Table   No.  IV. — HysterecAomy. 
Numher  of  Cases,    Cause,   and  Nature  of   Operatioi 


Disease 

Operation 

No. 

of 

Cases 

Re- 

covered 

Died 

Malio;nant  disease  of 
uterus 

AVertheim's  lij'sterectomy 

4 

4 

— 

Malignant  papilloma 

>»                         „ 

1 

— 

1 

oi  ovary 

" 

Supra-vaginal        hystei-ectomj', 
double  salpingo-oophorectom}' 

1 

1 

— 

Papilloma  of  ovarj' 
and   myoma   of 
uterus 

Total  abdominal  hysterectomy, 
double  salpingo-oophorectomy 

1 

1 

Teratoma   of    broad 
ligament 

Siipra-vaginal  hj'sterectomy 

1 

1 

— 

Myoma 

„ 

15 

15 

— 

Chronic  metritis 

„ 

1 

1 

— 

Sarcoma 

Panhysterectomy,    double    saU 
piiigo-oophorectom  J',  resection 
intestines,  appendicectomy 

1 

1 

— 

" 

Supra-vaginal        hysterectomy, 
double  salpingo-oophorectomy 
resection  of  intestines 

1 

■ — ■ 

1 

Salpingo-oophoritis 

Supra  -  vaginal     hysterectomy, 
double  salpingectomy,  resec- 
tion of  ovary 

3 

3 

— 

Prolapse  of  uterus  - 

Vaginal    repair.      Interposition 
of     uterus     attempted,     but 
uterus    perforated    owing    to 
softening    of    walls,    and    so 
vaginal  hysterectomy 

1 

1 

Rupture    of    par- 
turient uterus 

Supra-vaginal  hysterectomy 

Total    - 

2 

1 

1 

32 

29 

3 
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Table  No.  Y III.  — Compound  Operations. 


Nature  of  Operation 


No. 

of 

Cases 


♦Vaginal  repair  and  Alexander- Adams      -             -             .             -  46 

Vaginal  repair  and  ventral  suspension     -  -  .  . 

Vaginal  repair  and  interposition  of  uterus 

Vaginal  repair,  interposition  of  uterus,  and  shortening  of  utero- 

sacral  ligaments             ---...  g 

Vaginal  repair,  interposition  of  uterus,  and  sterilisation             -  2 

Vaginal  repair,  interposition  of  uterus,  and  resection  of  ovary  -  1 

Vaginal  repair,  reversed  interposition  of  uterus,  and  shortening 
utero-sacral  ligaments  ---..? 

Vaginal  repair,  interposition  of  cerwal  stump,  and  suspension 

of  stump  to  round  ligament     -----  l 

Vaginal  repair  and  shortening  utero-sacral  ligaments    -             -  j 

Vaginal      repair,      shortening      utero-sacral      ligaments,      and 
Alexander-Adams  --..".. 

Vaginal     repair,     shortening    utero-sacral    ligaments,     ventral 

suspension,  and  C4illiam             -             -             ...  i 

Vaginal  repair  and  hysterectomy              -             -             -             -  1 

Vaginal  repair  and  myomectomy              -             -             .  ^ 

\'aginal  repair  and  resection  of  ovary     -             -             .  4 

Vaginal  repair,  salpingectomy,  and  ventral  suspension  -             -  1 

Vaginal  repair  and  appendicectomy         -             -             -             -  2 

Vaginal  repair  and  ventral  herniotomy  -             ...  2 

Vaginal  repair  and  sinus  scraped              -             -             .             .  \ 

Curettage  and  Alexander-Adams  ,            -             -             .             -  24 

Curettage  and  ventral  suspension             -            ...  3 

Curettage  salpingectomy  and  ventral  suspension             -             -  4 

Curettage,  ovariotomy,  and  ventral  suspension  -             -             -  1 

Myomectomj'  and  operations  on  appendages       ...  4 

Operations  on  appendages  and  appendicectomy               -             .  3 
Intra-peritoneal  shortening  of   round  ligaments  and  apjjendi- 

cectomy              .......  j 

Vaginal  repair  and  excision  of  haemorrhoids        -  .  -  I       1 

*  Under  the  head   "Vaginal   repair"  are  included  such  operations  as  perinseoirhaphy 
trachetdrrhaphjr,  amputation  of  cervix,  division  of  cervix,  and  colporrhaphy. 
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The  Chairman  said  the  fatal  cases  of  accidental  hsemor- 
rhage  brought  home  to  them  what  a  temble  complication  of 
labour   this  haemorrhage  was.      He   thought   a   considerable 
number  of  the  fatal  cases  were  due  to  the  fact  that  accidental 
haemorrhage  is  met  with  in  those  patients  who  are  suffering 
from  orgaiiic  disease,    and,   consequently,   they  were   called 
upon  to  deal  with  this  serious  condition  where  the  patient  is 
badly   able  to  stand  the   shock   attending  the  haemon-hage. 
He  was  inclined  to  think  that  in  these  cases  vaginal  tampons 
might  be  left  in  a  little  longer;   however,   those  who  have 
charge  of  the  cases  can  best  judge.    He  considered  that  one 
of  the   greatest  risks   and  most   serious   mistakes  was   the 
undue  anxiety  to  empty  the  uterus  quickly  and  before  the 
patient  had  time  to  rally  from  the  haemorrhage  which  had 
already  occurred.     He  did  not  quite  understand  the  advan- 
tage that  the  Master  of  the  Eotunda  Hospital  claimed  for  the 
introduction  of  early  rising  of  patients  after  their  confinement. 
That  it  was  contrary  to  the  usual  practice,  and  present  teach- 
ing need  not  be  taken  as  a  fatal  argument  against  it;  but 
he  was  by  no  means  convinced  from  what  he  had  heard  that 
the  practice  was  to  be  recommended,  nor  did  he  consider  the 
fact  that  no  accidents  had  been  reported  in  the  cases  treated 
as  sufficient  argument  in  favour  of  it.     He  suggested  that 
the  treatment  might  in  future  produce  a  number  of  patients 
suffering  from  misplacements,  &c.     He  would  like  to  ask  if 
Dr.  Jellett  had  found  this  method  beneficial  in  his  private 
practice,    as  it   should  be   borne  in  mind  that  most  of  the 
patients  admitted  to  the  Eotunda  Hospital  were  in  poor  cir- 
cumstances, and  the  rest  they  enjoyed  during  their  stay  in 
hospital  was  generally  much  needed. 

He  agreed  with  the  Eeport  as  to  the  treatment  of  puerperal 
eclampsia — i.e.,  that  there  are  cases  which  defy  all  efforts 
to  save  life,  and  he  recalled  his  own  experience  as  Master 
when  very  nearly  as  good  results  were  obtained;  but  even 
then  sometimes  a  run  of  fatal  cases  was  recorded. 

He  thought  it  was  very  interesting  to  notice  that  the 
patient  who  was  already  septic  on  admission  recovered  so 
satisfactorily  from  the  formidable  operation  of  Caesarean 
section  and  hysterectomy.  It  appeared  to  him  that  there  has 
been  an  undue  dread  of  performing  Caesarean  section  in  cases 
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in  which  there  was  a  possibility  of  sepsis,  and  he  considered 
the  cases  recorded  in  the  report  showed  that  there  was  no 
need  to  despair  even  where  a  shght  degree  of  sepsis  existed. 

He  was  not  enamoured  with  the  use  of  gloves  in  ordinary 
obstetric  cases,  as  if  their  use  in  the  management  of  ordinary 
cases  became  a  habit  he  thought  it  might  lead  to  carelessness 
in  the  disinfection  of  the  hands  and  arms. 

Dr.  Spencer  Sheill,  referring  to  the  early  rising  of 
patients,  said  he  was  greatly  in  favour  of  it,  and  in  private 
practice  he  had  got  nothing  but  the  best  results  by  its  adop- 
tion. The  practice,  he  considered,  was  contra-indicated  in 
cases  which  had  shown  signs  of  prolapse  or  other  comphca- 
tion.  The  advantages  accruing  from  early  rising,  he  con- 
sidered, were — stronger  patients,  quicker  return  to  normal 
health,  less  constipation,  and— he  thought  the  most  impor- 
tant point — a  distinctly  more  rapid  involution  of  the  uterus. 

In  Case  III.  in  the  Keport  he  noted  that  "  as  a  last  chance 
venesection  was  performed."  He  took  exception  to  the  term 
"  last  chance,"  because  he  considered  that  if  this  were  done 
suflEiciently  early  in  eclampsia  it  would  be  followed  by  bene- 
ficial effects. 

He  considered  that  the  Eeport  raised  a  very  important 
point  regarding  cases  of  pubiotomy  and  symphysiotomy.  If 
this  patient,  in  whom  a  piece  of  bone  came  away,  could  walk 
after  the  operation  all  the  power  of  the  argument  against  such 
procedure  disappeared. 

Dr.  Tweedy  considered  a  little  fuller  information  might, 
with  advantage,  have  been  given  on  some  points.  This  was 
noticeable  in  the  case  of  eclampsia,  where  no  mention  was 
made  of  the  quantity  of  fluid  given.  Again,  in  dealing  with 
sepsis,  he  considered  it  deplorable  that  the  cause  was  not 
found,  for  if  the  infection  arose  from  anything  wrong  with  the 
new  wards  it  would  be  a  very  serious  matter  to  have  to  admit 
it  eluded  detection.  He  could  not  accept  the  view  that,  the 
tank  water  was  a  source  of  the  sepsis,  though  the  fact  that 
these  tanks  had  to  be  employed  was  a  source  of  anxiety.  When 
he  had  seen  that  twenty-five  cases  of  prolapse  had  been 
recorded  he  immediately  thought  that  the  early  rising  might 
have  brought  this  high  figure  about;  but  on  looking  closer 
at  the  Keport  he  saw  that  cases  were  included  under  this 
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heading  which  it  is  usual  to  classify  under  the  headings  of 
rectocele  and  cystocele.  He  did  not,  therefore,  think  there 
were  a  greater  number  than  heretofore. 

Referring  to  the  last  paragraph  in  the  Report  he  considered 
it  hardly  fair  to  calculate  the  mortality  percentage  on  the 
number  of  admissions  rather  than  the  total  deliveries,  for 
the  majority  of  patients  who  were  sent  out  not  in  labour  had 
no  more  to  say  with  the  hospital  than  had  the  visitors. 

Dr.  Bethel  Solomons  said  the  diminished  morbidity  was 
eminently  satisfactory,  especially  when  one  takes  into  con- 
sideration the  ill-fortune  attendant  on  the  opening  of  the 
new  labour  wards.  He  wished  to  know  if  the  cervix  was 
removed  and  if  drainage  was  employed  in  Cases  I.  and  V.  in 
the  Obstetrical  Report.  Case  IV.  was  a  typical  example  of 
the  necessity  for  very  radical  operations  in  cases  of  papillary 
cyst  of  the  ovary.  The  number  of  cases  of  failure  of  primary 
union  after  peringeorrhaphy  is  omitted  in  this  Report.  The 
operation  of  removal  of  septic  thrombosed  veins  is  one  of  the 
greatest  advances  in  obstetric  surgery.  There  is  no  doubt 
that  the  first  case  in  the  Mortality  Table  would  probably 
have  lived  if  an  operation  had  been  performed,  and  Dr. 
Jellett  is  to  be  congratulated  on  saving  the  lives  of  at  least 
two  patients  by  his  prompt  and  daring  operations.  The 
statistical  papers  in  the  March  number  of  "  Surgery, 
Gynaecology,  and  Obstetrics,"  on  the  subject  of  cancer  of  the 
uterus,  make  one  wonder  at  the  small  number  of  cases  of 
malignant  disease  of  the  uterus  in  this  Report.  Five 
operable  cases  presented,  and  of  those  only  one  was  cervical 
cancer.  It  would  be  of  interest  to  have  the  opinion  of  the 
Master  of  the  Rotunda  Hospital  as  regards  operability,  and 
whether  he  has  adopted  Byrne's  method  of  the  galvano 
cautery.  Gellhorn  in  the  above  paper,  notes  that  those  who 
operate  on  most  cases  have  the  greatest  percentage  of  cures, 
and  quotes  the  figures  of  Franz,  who  operated  abdominally 
on  82  per  cent,  of  the  cases  seen.  As  Franz  has  better 
results  than  any  one  else,  his  teaching  seems  a  beneficial  one 
to  follow. 

Dr.  Gibbon  FitzGibbon  said  that  the  Report  had  shown 
that  Dr.  Jellett  was  a  sti'ong  advocate  of  myomectoixiy  in 
preference  to  hysterectomy  whenever  possible.    Referring  to 
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the  table  of  Wertheim's  operations,  there  was  one  case 
which  he  considered  needed  a  Httle  further  elucidation — i.e., 
why  was  the  Wertheim  done  in  the  case  of  cystic  papilloma 
of  the  ovary.  He  inquired  if  anything  was  to  be  gained  in 
doing  Wertheim's  operation  where  the  primary  disease  was 
ovarian. 

He  drew  attention  to  the  disparity  between  the  figures  for 
suture  of  perineal  lacerations  in  the  Extern  and  Intern 
Maternity,  In  the  former  the  number  was  186 ;  in  the  latter,  546. 

He  considered  that  a  table  of  cases  which  return  to  hos- 
pital for  subsequent  confinement  where  myomectomy  or  sus- 
pension operations  had  previously  been  performed  on  the 
patients  would  be  most  instructive,  and  such  a  table  would 
be  useful  as  a  guide  as  to  the  results  to  be  anticipated  from 
such  operations. 

Dr.  Jellett  replied  to  Dr.  Purefoy's  fear  that  early  rising 
would  give  place  to  displacements,  prolapse,  &c.  There 
was  no  reason  that  because  midwifery  practice  had 
been  managed  on  abnormal  lines  it  should  continue  to  be 
so  managed.  He  considered  that  in  the  first  place  drainage 
of  the  uterus  was  prevented  by  keeping  the  patient  in  bed. 
It  also  favoured  backward  displacements,  interfered  with  the 
action  of  the  bowels,  and  was  detrimental  to  the  general  well- 
being  of  the  patient.  He  thought  that  in  hospital  practice, 
at  any  rate,  it  was  contrary  to  the  wish  of  the  patients,  as  his 
experience  was  that  they  liked  to  be  allowed  up  early.  He 
attributed  the  reduced  morbidity  shown  by  the  Eeport  to  the 
fact  that  the  patients  were  allowed  up  early,  and  he  pointed 
out  that  no  patient  was  allowed  up  except  everything  was 
normal.  He  looked  forward  to  the  time  when  obstetricians 
would  be  agreed  on  the  practice  of  allowing  patients  up  soon 
after  their  confinements. 

Eegarding  the  outbreak  of  sepsis  he  was  not  at  all  pre- 
pared to  abandon  the  consideration  that  the  outbreak  was  in 
part  due  to  the  new  buildings  and  to  the  infection  of  the 
water  tanks.  The  only  point  against  the  latter  theory  was 
that  there  was  no  sepsis  in  the  operating  theatre.  He  referred  to 
the  fact  that  when  the  Gynecological  Hospital  was  first  opened 
violent  sepsis  occurred  amongst  the  operation  cases,  while  the 
labour  wards  were  quite  clear  of  it.     He  thought  there  was 
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always  a  tendency  to  sepsis  where  buildings  were  being  inter- 
fered with.  He  detailed  the  methods  adopted  in  cleansing 
the  tanks.  Eeferring  to  eclampsia,  venesection  might,  he 
thought,  do  good  in  certain  cases.  With  regard  to  the  case 
of  pubiotomy  he  agreed  with  Dr.  Sheill  when  he  said  that  it 
clearly  proved  that  loss  of  the  power  of  walking  cannot  result 
from  failure  of  union  of  the  pubic  bone.  Eeferring  to  Dr. 
Tweedy 's  comment  on  prolapse  operations,  he  (Dr.  Jelietfl 
did  not  think  marked  cystocele  and  rectocele  which  called  for 
prolapse  operations  could  be  included  under  any  other  head- 
ing than  "  prolapse."  The  number  of  cases  in  which  the 
uterus  was  prolapsed  was  about  70  per  cent,  of  the  total  given 
in  the  tables. 

Myomectomy  had  been  done  on  a  far  more  extensive  scale 
than  usual,  and  he  was  satisfied  with  the  results.  The  only 
cases  in  which  myomectomy  was  not  performed  was  where 
the  retention  of  the  uterus  was  not  of  consequence  owing  to 
age  or  other  considerations,  or  whei'e  the  number  of  tumours 
was  too  great. 


SOME   SEQUELZE  OF  LABOUE. 

By  bethel  a.  H.  SOLOMONS,  M.D.  (Univ.  Dub.), 
M.E.C.P.I.  ; 

Ex- Assistant  Master,  Eotunda  Hospital. 
[Read  in  the  Section  of  Obstetrics,  May  23,  1913.] 

I  FEEL  that  my  first  duty  is  to  apologise  for  bringing  under 
your   notice   a   subject  that   perhaps   may  be  considered 
ancient  history,  but  my  excuse  is  that,  as  far  as  I  can 
trace,  there  have  been  no  post-labour  statistics  collected 
during  recent  years.     It  is  a  well-known  fact  that  there 
would  be  very  little   gynaecology   except   for   midwifery. 
The  number  of  patients  who  attended  the  Kotunda  Hos- 
pital Dispensaries  because  of  complaints  consequent  on 
their  confinements  determined  me  to  endeavour  to  gather 
together  some  statistics  regarding  those  patients  who  were 
delivered  in  the  hospital.     In  reviewing  these  figures  one 
must  bear  in  mind  that  most  of  these  are  women  who  had 
been   delivered  in   a   well-appointed   hospital,   under  the 
best  conditions,  whereas  a  great  number  of  those  who  are 
delivered  outside  the  hospital  run  a  much  greater  risk  with 
less  skilled  attendants  and  less  satisfactory  surroundings, 
Having  obtained  the  sanction  of  the  Master,  cards  were 
printed  and  were  given  to  all  primiparw  as  they  left  the 
hospital  on  the  eighth  day  of  the  puerperium.     The  in- 
structions on  these  cards  were  to  come  for  examination 
on  that  day  week.    If  all  those  to  whom  cards  were  pre- 
sented had   appeared    these    statistics   would    have    been 
greater;  but  personally  I  am  satisfied,  for  warning  had 
been  given  to  me  that  none  would  trouble  to  come.     I 
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shall  now  submit  to  you  the  results  of  examining  543 
primipara?  sixteen  days  after  labour.  In  543  cases  there 
were  : — 

Normal  -  -  -  -  -  219 
Cervix  lacerated  only  -  -  -  -  219 
Sub-involution  -  -  -  -  -  27 
Cervix  lacerated,  accom]ianied  by  retroversion  25 
Retroversion  only  -  -  -  -  14 
Cervix  lacerated  :  non-union  of  perineum  -  12 
Cervix  lacerated  :  non-union  of  perineum,  re- 
troversion -----  8 
Non-union  of  perineum  only  -  -  -  ;7 
Parametritis  -----  4 
Non-union  of  perineum,  retroversion  -  -  3 
Cystitis  -----  2 
Prolapse  -  -  .  _  -  2 
Pyosalpinx          .            _            _            .            -  1 


Total      -  -  -  -  -       543 

That  is— 
Normal 

Lacerated  cervix 
Retroversion  - 
Non-union  of  perineum 
Sub-involution 
Parametritis  - 
Cystitis 
Prolapse 
Pyosalpinx 

Normal  Cases. — It  seems  extraordinary  to  find  that 
only  slightly  more  than  40  per  cent,  of  the  cases  ex- 
amined were  perfectly  normal.     But  when  it  is  seen  later 
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that  in  the  Table  tears  of  the  cervix  from  a  third  of  an 
inch  upwards  are  included  this  apparent  phenomenon  is 
explained. 

Laceration  of  the  Cervix. — Some  gynecologists  ex- 
amine a  patient,  find  a  lacerated  cervix,  and  tell  her  that 
instruments  were  applied  in  the  confinement.  It  will  be 
seen  by  the  vast  number  of  these  cases — viz.,  48.62  per 
cent. — that  a  tear  of  the  cervix  does  not  depend  on  the 
application  of  forceps.  In  these  264  cases  the  injury 
varied  from  a  third  of  an  inch  on  one  or  other  side  to  large 
bilateral  tears,  the  size  being  absolutely  independent  of 
instruments.  Colyer  (1)  and  others  have  stated  that  the 
extent  of  the  tear  depended  on  the  time  before  labour  that 
the  membranes  ruptured — i.e.,  that  the  earlier  the  mem- 
branes ruptured  the  greater  was  the  tear.  In  this  investi- 
gation I  have  no  definite  statistical  evidence  about  the 
point,  but  on  questioning  some  of  those  who  had  exten- 
sive tears  I  was  informed  that  the  "  waters  "  had  come 
away  long  before  the  birth  of  the  infant.  On  finding  such 
a  large  number  of  these  lacerations  one  must  needs  en- 
quire whether  their  occurrence  can  be  avoided  :  also  what 
steps  should  be  taken  when  they  are  discovered.  It  seems 
impossible  to  avoid  the  former  in  natural  deliveries.  The 
latter  opens  up  a  large  field  for  discussion.  It  is  well 
known  that  the  less  intravaginal  interference  after  the 
placenta  has  been  delivered  the  better  is  the  prognosis. 
If  one  could  be  sure  that  a  cervical  laceration  was  present 
one  might  advise  vaginal  examination,  with  suture  after- 
wards. As  this  diagnosis  without  examination  is  impos- 
sible, the  question  arises  as  to  whether  examination  should 
be  indulged  in  or  not.  Also,  if  a  laceration  is  found, 
whether  one  should  immediately  suture  or  operate 
secondarily.     Dickinson  (2)  finds  that  tears  of  the  cervix 
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are  so  common  that  he  always  examines  and  sutures  at 
the  same  time  as  the  perineum,  or  else  three  to  ten  days 
later.    There  is  no  mention  if  he  does  denudation  in  the 
latter  instance.    In  the  discussion  on  this  paper  two  other 
speakers  concurred,  but  Cragin  (3)  "  hit  the  nail  on  the 
head  "  when  he  said  that  although  he  approved  of  stitch-, 
ing  tears,  yet  he  feared  preaching  this  dictum  to  students 
owing    to  the   skill    and    absolute  aseptic   technique   re- 
quired.    Baldy  (4)  does  not  suture  tears  if  discovered,  for 
he  considers   they  heal   spontaneously;  neither   does   he 
believe  that  cancer  starts  in  a  tear,  as  stated  in  many 
monographs,  and  noted  by  Ashton  (5)  in  his  "Practice 
of  Gynaecology."      Such  a  great  authority  as  Whitridge 
Williams    (6)    advises   against    suturing   unless    there   is 
hgemorrhage.     Davis  (7),  from  a  study  of  53  cases,  con- 
cludes that  lacerations  of  half-an-inch  should  be  primarily 
closed,   but  points  out  the  necessity  for  capability   and 
aseptic  technique.     He  found  good  union  in  45,  and  con- 
siders  a  tear   smaller   than   half-an-inch   heals   spontan- 
eously.    In  this  long  paper  he  describes  his  technique,  in 
which  there  is  nothing  out  of  the  common.     Coles  (8) 
quotes  other  authorities  to  show  that  tears  occur  in  5  per 
cent,  to  15  per  cent,  of  multiparas,  and  25  per  cent,  to  50 
per  cent,  of  primiparse.     He  says  that  this  is  too  low  a 
computation,  and  that  25  per  cent,  and  75  per  cent,  re- 
spectively have  tears.     From  his  investigations  he  con- 
cludes that  involution  should  not  be  awaited,  but  imme- 
diate suture   should  be  practised.      Later  he  contradicts 
himself    when    he    suggests   that    if    oedema    is   present 
another  operation  is  afterwards  necessary.    He  finds  that 
the  better  class  of  patient  expects  to  be  lacerated  and 
demands  to  be  sutured.    Comment  on  such  an  observation 
is    needless!      Heywood    Smith    (9)    and    Macnaughton 
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Jones  (10)  favour  immediate  suture,  the  former  drawing 
attention  to  the  danger  in  unstitched  cases  of  endocervi- 
citis,  fatal  sepsis  in  large  lacerations,  abortion,  sterility, 
and  cancer.  Wm.  E.  Ground  (11)  finds  immediate  suture 
useless,  and  advises  a  secondary  operation  two  months 
later.  With  such  varied  opinions  of  distinguished 
obstetricians  one  must  of  necessity  map  out  one's  own 
course  of  treatment,  (a)  Should  one  make  a  vaginal  ex- 
amination immediately  the  placenta  is  delivered?  The 
answer  in  normal  cases  appears  to  be  in  the  negative  :  in 
fact,  such  teaching  to  inexperienced  students  would  be 
nothing  short  of  criminal.  In  traumatic  haemorrhage 
aising  from  the  cervix  the  laceration  should  be  sutured. 
In  those  cases  where  an  intrauterine  douche  is  given  the 
cervix  should  be  examined,  and  if  necessary  sutured. 
(b)  Should  all  w^omen  be  examined  two  months  after  con- 
finement? Certainly,  (c)  Should  they  be  informed  that 
the  cervix  is  torn  and  requires  repair  ?  If  they  are  similar 
to  those  patients  of  Coles  (12)  they  will  be  pleased.  But 
if  in  this  age  of  strenuous  competition  such  news  is  heard 
by  the  ordinary  woman,  who  is  feeling  recovered  after  her 
confinement,  there  will  be  a  great  tendency  for  her  to  em- 
ploy a  different  practitioner  in  the  future.  The  best  way 
out  of  a  difficult  position  is  to  make  a  routine  examination 
of  patients,  to  tell  them  the  dangers  of  cervical  laceration  : 
if  such  be  found,  to  advise  operation  as  a  safeguard  rather 
than  as  a  necessity.  One  might  argue  against  operations 
that  there  is  a  danger  of  a  repetition  of  the  tear  in  the 
following  confinement.  An  alternative  suggestion  is  that 
there  should  be  a  routine  examination  of  all  women  at  the 
end  of  their  child-bearing  period,  when  all  lacerated 
cervices  could  be  repaired. 

Backward  Displacement  of  the  Uterus. — This  is  of  such 
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common  occurrence  in  the  gynaecologist's  practice  that  I 
was  much  surprised  to  find  that  only  in  50  of  the  cases— 
i.e.,  9.21  per  cent. — was  it  present.  Polak  (13)  found  a 
nearly  similar  average— viz. ,  43  in  500— when  he  ex- 
amined ten  days  after  confinement.  An  examination  of 
the  same  cases  four  to  six  weeks  later  revealed  231  in 
this  series,  of  which  203  were  mobile.  The  usual  cause 
of  post-partum  retroversion  is  supposed  to  be  the  dorsal 
decubitus,  and  it  is  suggested  that  frequent  change  of 
position  will  overcome  this.  It  seems  doubtful  whether 
the  modern  idea  of  early  rising  will  militate  for  or  against. 
Polak  (14)  recommends  proper  postural  treatment— 1.(^., 
that  the  patient  should  assume  the  right  and  left  lateral 
prone  positions,  that  she  should  sit  up  early  and  leave 
bed  to  evacuate  her  bowels.  In  the  discussion  on  this 
paper.  Gallant  (15)  advised  the  use  of  a  pessary  post- 
partum. Zeigenspeck  (16)  has  come  to  the  conclusion 
that  bladder  over-distension,  perimetritis,  and  para- 
metritis are  more  common  causes  than  have  been  sup- 
posed—the constant  position  on  the  back  also  predispos- 
ing. Bouffe  de  Saint  Blaise  (17)  found  only  four  retro- 
versions in  495  women  examined. 

It  seems  from  the  above  data  that  retroversion  can  be 
avoided.  Proper  postural  treatment  is  the  chief  aim. 
Every  patient  should  be  examined  once  a  month  for  at 
least  four  months  after  the  confinement,  when,  if  displace- 
ments are  found,  they  can  be  easily  corrected.  Precau- 
tions should  be  taken  against  bladder  over-distension. 

Non-U7iion  of  the  P erineum .—There  were  30  of  these 
in  the  cases  examined.  This  number  seems  large,  but 
the  difficulty  in  persuading  patients  of  the  humbler  class 
that  they  must  remain  reasonably  quiet,  or  of  persuadmg 
them  to  have  a  secondary  operation  when  the  first  is  un- 
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successful,  is  enormous.  This  is  not  a  fit  time  to  intro- 
duce the  question  of  the  best  operation,  but  the  question 
of  suture  material  is  relative.  In  my  first  year  as 
Assistant  Master  in  the  Eotunda  Hospital,  with  the 
Master's  permission,  I  experimentalised  on  about  50 
primiparse  in  order  to  find  the  results  from  the  use  of 
catgut.  Although  union  was  fair  in  these  cases  they  were 
not  nearly  as  gratifying  as  those  obtained  with  silk-worm 
gut.  A  great  disadvantage  in  catgut  for  the  skin  is  the 
tendency  to  avoid  final  examination  of  the  wound,  so  that 
one  may  know  if  the  work  is  satisfactory.  Besides,  it  is  a 
fact  well  known  that  catgut  is  an  absorbent  material.  It 
is  extraordinary  how  many  doctors  and  nurses  will  proudly 
say  that  they  had  never  had  a  patient  with  a  lacerated 
perineum  in  their  practice.  How  often  have  they  sepa- 
rated the  vulvar  lips  to  search  for  those  deep  internal  tears 
which  are  more  serious  than  all  the  others?  Polak  (18) 
suggests  a  colpeurynteur  in  the  vagina  before  the  baby  is 
born  to  obviate  the  risk  of  tears.  The  main  objection  to 
this  is  the  extra  manipulation.  A  secondary  operation 
within  a  week  is  very  successful  in  clean  cases. 

Suh -involution. — The  uterus  was  just  above  the  pubes 
in  27  cases,  while  discharge  of  a  varied  colour  was  present. 
Bouffe  de  Saint  Blaise  (19)  found  in  260  women  that  the 
uterus  was  palpable  4-9  cm.  above  the  pubes  when  ex- 
amined on  the  ninth  or  tenth  day.  These  cases  of  sub- 
involution soon  yield  to  treatment,  but  one  cannot  urge 
too  strongly  the  necessity  for  manual  examination  of  the 
inside  of  the  uterus  in  those  women  who  have  a  large 
uterus  and  a  foetid  discharge  in  order  that  chorion- 
epithelioma  may  not  be  overlooked. 

Miscellaneous.— There  were  four  cases  of  parametritis, 
two  of  cystitis,  two  of  prolapse,  and  one  of  pyosalpinx, 
T.  2  A 


370  Some  Sequelcc  of  Labour. 

and  these  are  of  little  importance.    The  cases  of  prolapse 
were  only   slight,   and   are  no   criterion,  for   one   would 
expect  prolapse  to  become  serious  at  a  much  later  date 
than  sixteen  days  after  confinement.     Polak  and  Ziegen- 
speck  (20)  both  consider  cystitis  to  be  due  to  insufficient 
emptying  of  the  bladder.     Retention  of  urine  is  a  very 
unpleasant  and  awkward  complication   which  is  usually 
found  in  association  with  lacerations  of  the  perineum.     It 
is  often  a  nervous  condition,  and  sometimes  cathetensa- 
tion  has  to  be  practised  for  many  weeks.    Ammonia  to  the 
nose  often  brings  instant  relief.      Rupture  of   the   sym- 
physis pubis  is  luckily  very  rare  in  this  country,  although 
Kriwski  (21)  collected  134  cases,  of  which  two  occurred  in 
his  own  practice.     Scheurer  (22)  also  reports  a  case.     I 
remember  assisting  at  a  subcutaneoous  pubiotomy  where 
sharp  haemorrhage  ensued  when  the  needle  was  passed  up, 
which  was  evidently  due  to  its  passage  over  a  roughness 
in  the  bone  where  forcible  delivery  had  been  accomplished 
in  the  previous  labour.     A  partial  separation  at  some  part 
of  the  pubic  bone  must  often  be  an  accompaniment  of  a 
forcible  delivery. 

Eviholism  and  Early  Rising. — One  of  the  most  dis- 
cussed questions  of  the  present  day  is  the  date  when  a 
patient  should  rise  after  labour.  There  have  been  many 
papers  written  on  the  subject,  and  a  conclusion  seems  as 
far  distant  as  ever.  In  the  Rotunda  Hospital  Report  for 
1913  (^8)  Dr.  Jellett  writes  :— "  Provided  that  their  con- 
finement was  normal  and  that  there  had  been  no  perineal 
laceration,  they  were  allowed  and  encouraged  to  sit  up  in 
bed  after  the  first  twelve  hours,  and  to  get  out  of  bed  to 
pass  water  if  they  wished  to  do  so.  After  forty-eight 
hours,  if  they  continued  well,  they  were  made  to  leave 
their  bed  at  least  twice  in  the  twenty-four  hours  to  pass 
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water.  After  seventy-two  hours  they  were  allowed  to 
take  a  few  steps  or  to  sit  for  a  few  minutes  on  a  chair  or  on 
their  bed,  the  time  they  remained  up  being  gradually  in- 
creased so  long  as  their  state  of  health  continued  good. 
During  the  past  year  I  have  made  no  change  in  this  plan, 
and  I  have  found  it  most  satisfactory,"  &c. 

Various  foreign  authorities  have  very  different  rules  for 
their  patients.  Polak  (24)  allows  his  patients  to  get  out 
of  bed  from  the  commencement  to  evacuate  their 
bowels,  Kosenfeld  (25),  Simon  (26),  v.  Alvensleben  (27), 
Martin  (28),  Kronig  (29),  all  believe  in  early  rising.  They 
have  found  no  complications,  their  patients  feel  better, 
and  Simon  noted  a  decrease  in  morbidity.  Schucking  (30) 
advises  rest  in  bed  with  gymnastic  exercises.  Fromme 
(31)  allows  his  patients  after  normal  labour  to  rise  for  an 
hour  on  the  second  day.  One  patient  died  in  three  days, 
and  the  autopsy  revealed  thrombosis  of  the  left  ovarian, 
renal,  and  of  all  the  left  parametritic  veins  with  em- 
bolism of  the  pulmonary  artery.  He  considers  that  early 
rising  is  no  prevention  for  thrombosis,  and  urges  against 
it.  In  a  question  of  this  kind  one  must  search"  surgical 
records,  and  Burnham  (32),  in  an  excellent  paper  on  post- 
operative thrombo-phlebitis,  notes  that  Klein  claims  50 
per  cent,  decrease  in  thrombosis  since  adopting  early 
rising  ;  but  Burnham 's  own  experience  puts  him  against 
this  form  of  treatment.  Thrombo-phlebitis  is  preceded 
by  a  slowing  of  the  blood-stream  and  by  local  and 
general  disease  of  the  vessel  walls.  Rest  in  bed,  ichthyol 
locally,  lemon-juice  internally,  as  recommended  by 
Almroth  Wright,  elevation  of  the  limbs,  with  bandaging, 
are  the  best  preventives  for  thrombosis  with  embolism 
as  its  possible  sequel.  Blanchard  Wilson  (33),  from  his 
studies  at  the  Mavo  Clinic,  finds  that  embolism  is  more 


372  .907716   Sequela;   of   Lahoiir. 

common  in  women  than  in  men,  and  is  comparatively 
frequent  after  abdominal  hysterectomies,  whereas  there 
was  no  fatal  case  in  449  vaginal  hysterectomies.  He 
suggests  very  early  rising,  free  movement  on  the  part  of 
the  patient,  which  must  be  done  early  enough  to  prevent 
the  formation  of  extensive  thrombi.  He  suggests  drugs, 
such  as  the  calcium  salts,  to  increase  the  coagulability  of 
the  blood,  and  preaches  the  necessity  for  measures  to 
cause  a  reduction  of  bactersemia.  It  is  impossible  to 
make  rules  about  a  question  of  this  kind,  for  although  they 
may  be  followed  by  the  educated  patient,  the  woman  in 
humble  life  is  unable  to  follow  them.  The  ideal  treat- 
ment in  a  normal  case  seems  to  be  free  movements  and 
gymnastic  exercises  from  the  beginning,  rest  in  bed  until 
the  fourteenth  day,  when  the  uterus  will  certainly  have 
the  protection  of  the  pelvis,  and  displacements  will  be  less 
common.  This  rest  in  bed  will  favour  involution  of  the 
contents  of  the  pelvis,  which  early  walking  would  seem  to 
prevent. 

Conclusions. 

1.  Cervical  laceration  after  normal  labour  is  very 
common.  If  it  occurs,  and  hremorrhage  is  present, 
immediate  suture  should  be  practised  :  if  no  haemorrhage, 
the  tear  should  be  sewn  in  tw^o  months,  or  else  a  routine 
examination  should  be  made  of  all  women  at  the  end  of 
their  child-bearing  period,  when  all  lacerated  cervices 
should  be  repaired. 

2.  Post-partum  retroversion  of  the  uterus,  when  not 
fixed  back  by  inflammation,  is  caused  by  the  dorsal  decu- 
bitus. The  best  treatment,  therefore,  is  postural.  Every 
patient  should  be  examined  once  a  month  for  at  least  four 
months  after  confinement, 
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3.  When  non-union  of  a  stitched  perineum  occurs,  a 
second  perinaeorrhaphy  should  be  done  immediately  in 
aseptic  cases. 

4.  No  definite  dictum  can  be  laid  down  about  early 
rising  until  some  more  statistics  are  published.  In  normal 
clean  cases  postural  treatment  and  gymnastic  exercises 
are  advised. 
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The  President  said  the  paper  opened  up  a  new  field  for 
obstetricians  to  more  or  less  insist  on  the  thorough  exami- 
nation of  their  patients  before  discharging  them.  He  was 
astonished  at  the  very  high  jiercentage — i.e.,  48 — of  lacera- 
tions of  the  cervix  uteri  which  were  found  to  have  occurred 
in  primiparae,  but,  of  course,  the  lacerations  varied  from 
one-third  of  an  inch  to  one  inch.  He  considered  that  if  that 
large  number  of  lacerations  of  the  cervix  occurred  one  would 
expect  severe  post-partum  hsemorrhage,  and  it  should  cause 
the  obstetrician  to  try  and  find  the  origin  of  the  haemor- 
rhage, and  he  would  deem  it  a  duty  to  stitch  the  cervix 
innnediately. 

He  thought  that  inost  of  the  backward  displacements  he 
frequently  found  were  congenital  and  unimportant,  and  no 
matter  what  treatment  may  be  carried  out,  at  the  end  of 
two  months  if  the  patient  is  again  examined  this  displace- 
ment will  be  found  to  have  recurred.  He  suggested  that  if 
the  patient  was  examined  two  months  after  confinement  it 
could  be  ascertained  if  there  was  any  real  displacement,  and 
an  opinion  could  then  be  formed  as  to  the  treatment  neces- 
sary. He  looked  on  it  as  a  duty  to  suture  a  ruptured 
perineum  at  once.  Catgut  sutures  very  often  become 
absorbed  too  soon,  and  in  his  practice  he  invariably  used 
the  ordinary  silk-worm  gut,  and  found  it  successful.  He 
had  not  yet  adopted  "  early  rising,"  and  from  what  he  had 
heard  he  would  be  chary  in  doing  so. 

Dr.  Hastings  Tweedy  said  that  Dr.  Solomon's  statistics 
of  lacerated  cervices  would  come  as  a  surprise  to  many.  It 
had  been  asserted  by  an  eminent  Fellow  of  the  Academy 
that  such  tears  did  not  occur  in  normal  delivery.  This 
view  was  in  the  main  true,  but  was  subject  to  exceptions, 
for  he  (Dr.  Tweedy)  had  reported  tears  after  perfectly 
normal  child-birth. 

Posture   had  no   effect  in  bringing  about   a   condition   of 
retro-displacement,  it  owed  its  origin  to  the  presence  of  a 
full  bladder  or  to  congenital  defect  in  the  majority  of  cases 
An    improperly    applied    binder   was   another    direct    cause, 
and  one  that  was  seldom  appreciated. 

Before  the  application  of  a  binder  the  uterus  should  be 
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sharply  anteflexed,  and  the  third  pin  should  be  placed 
so  as  to  groove  the  binder  above  the  uterus  and  fix  the 
latter  in  a  condition  of  anteflexion. 

Pulmonary  embolus  was  a  septic  condition,  and  did  not 
arise  in  consequence  of  getting  the  patient  up  too  soon.  It 
was,  moreover,  associated,  in  his  experience,  with  a  quick 
pulse. 

Dr.  Spencer  Siieill  said  he  had  seen  many  backward 
displacements  of  the  uterus  produced  by  tight  lacing  of  the 
corset  before  complete  involution  had  taken  place. 

Dr.  Allen  had  found  that  in  suturing  the  perineum 
catgut  alone  does  not  give  as  good  results  as  silk-worm  gut, 
or  a  combination  of  both.  He  inquired  if  the  time  at  which 
the  suturing  is  done  has  not  an  effect  on  the  morbidity. 

Dr.  Solomons,  in  replying,  was  unable  to  say  whether 
perineums  united  better  when  stitched  immediately  or 
some  hours  after  labour.  He  was  convinced  that  when 
forceps  was  applied  to  the  cervix  which  was  not  fully 
dilated  a  tear  always  resulted.  He  agreed  that  48  per 
cent,  of  tears  in  his  series  was  greater  than  the  ultimate 
results  would  have  shown,  but  he  had  pointed  out 
that  the  paper  was  based  on  examinations  made  sixteen 
days  after  confinement,  and  he  felt  sure  that  a  great 
number  of  the  tears  then  apparent  would  afterguards  heal. 
He  considered  that  a  capable  nurse  could  apply  a  binder 
better  than  a  doctor  who  gets  so  much  less  practice. 
He  thought  that  although  the  constant  dorsal  decubitus 
was  the  most  common  cause  of  post-partum  retroversion, 
he  did  not  exclude  insufficient  emptying  of  the  bladder  and 
other  conditions  as  possible  predisponents. 


BBEAST  FEEDING  OF  INFANTS. 

By  ELLA  G.  WEBB,  M.D. 
[Kead  in  the  Section  of  Obstetrics,  May  23,  1913.] 

It  appears  to  be  acknowledged  in  all  discussions  that  the 
problem  of  infantile  mortality  is  to  a  great  extent  identical 
with  the  problem  of  infant  feeding;  in  other  words,  that 
the  mortality  from  gastro-intestinal  diseases  is  so  high  that 
if  we  could  discover  a  universally  suitable  food  substance, 
there  would  be  no  infantile  mortality  problem  to  discuss. 
Writers  on  the  subject  of  feeding  generally  preface  their 
remarks  by  emphasising  the  necessity  and  importance  of 
breast  feeding  whenever  possible,  but  after  a  few  general 
statements  on  this  point,  proceed  to  the  discussion  of  the 
various  kinds  of  artificial  food,  their  chemical  and  physical 
composition,  their  drawbacks,  their  modes  of  preparation, 
and  so  forth.  In  fact,  we  are  too  ready  to  say — "  This 
woman  cannot  nurse  her  infant,  let  us  seek  to  discover 
the  best  possible  substitute  on  which  to  feed  it  "  ;  instead 
of  saying — "  This  woman  cannot  nurse  her  infant,  let  us 
seek  to  discover  why,  and  remedy  that  defect."  I  am 
fuly  aware  of  the  excellent  work  done  on  this  subject  by 
many  members  of  the  American  school  of  paediatrics, 
and  in  England'  by  Vincent  and  others,  but  we  still  re- 
main very  ignorant  of  the  forces  governing  the  function 
of  lactation.  Why  of  two  sisters  one  can  nurse  her  chil- 
dren and  the  other  cannot?  What  is  the  nature  of  the 
toxic  products  let  loose  in  the  milk  by  an  ebullition  of 
nervous  emotion  on  the  part  of  the  mother?     These  and 
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many  other  problems  of  this  kind  remain  still  un- 
answered;  there  is  not  even,  so  far  as  I  am  aware,  a 
comprehensive  list  of  the  drugs  that  are  excreted  in  the 
mammary  secretion,  thereby  influencing  the  child. 

With  a  view  to  gaining  some  information  on  the  sub- 
ject, I  have  for  the  last  three  or  four  years  endeavoured 
to  ascertain,  in  each  case  of  a  bottle-fed  infant  brought 
to  me  for  treatment,  what  was  the  reason  that  the  mother 
did  not  nurse  it.  I  propose  this  evening,  if  you  will  allow 
me,  to  submit  to  you  an  analysis  of  200  such  cases.  I  am 
fully  aware  that  this  number  is  too  small  to  be  of  very 
great  value,  but  I  venture  to  put  the  cases  before  you 
with  a  brief  resume  of  the  measures  I  have  found  to  be 
most  useful  in  each  class,  in  the  hope  that  1  may  learn 
something  from  those  of  wider  experience  as  to  fresh  lines 
along  which  to  pursue  further  investigation. 

The  analysis  of  the  reasons  for  giving  up  nursing  in  the 
200  cases  are  as  follows  : — 

1. — Insufficient  milk       -  -  -     93 

2. — Illness  of  the  mother  -  -     35 

3.— Milk  disagreed  with  child    -  -     22 

4. — Sore  breasts  -  -  -     16 

5. — Mother  having  to  go  to  work  -  13 
6. — Advised  to  wean  by  nurse  or  friend  8 
7. — Child  refusing  to  take  breast  -       5 

8. — Death  of  the  mother  -  -       6 

9. — Child  having  a  hare  lip      -  -       1 

10. — Accidental  illness  of  child  caus- 
ing great  fatigue  to  the  mother 
through  wakeful  nights,  &c.        -       1 

Total  -  -  -  200 

The  last  three  groups  require  no  comment,  though  it 


378  Breast  Feeding  of  Infants. 

may  be  said  that  in  tlie  case  of  the  child  with  the  hare  Up 
an  endeavour  was  made  for  some  time  to  pump  off  the 
breast  milk  and  feed  it,  but  the  supply  gradually 
diminished. 

With  regard  to  the  refusal  of  the  child  to  take  the 
breast  and  the  advice  of  the  nurse  and  friends,  I  should 
like  to  point  out  that  all  nursing,  particularly  in  primi- 
parte,  is  difficult  at  the  beginning.  The  recumbent  posi- 
tion of  the  mother,  her  inexperience  and  possible 
awkwardness,  the  small  and  undeveloped  condition  of  the 
nipples,  all  tend  to  put  difficulties  in  the  way  of  the  already 
reluctant  and  worried  infant,  and  we  are  familiar  with  the 
spectacle  of  an  anxious  and  perspiring  mother  clasping  to 
her  breast  a  bawling  infant  that  cannot  be  persuaded  to 
cease  from  its  protestations  sufficiently  to  close  its  widely 
open  mouth  on  the  nipple  ! 

I  bracket  this  class  of  case  along  with  those  in  which  the 
nurse  advises  bottle  feeding,  because  there  is  no  doubt 
that  here  nothing  but  great  determination  and  still 
greater  patience  on  the  part  of  both  nurse  and  mother 
can  win  the  day,  and  if  either  fail,  the  result  is  that  the 
baby  conquers,  and  resorts  to  the  easier  method  of  a 
bottle  with  a  rubber  teat  containing  a  larger  hole  !  I  am 
sorry  to  say  in  most  maternity  nurses  there  lurks  a  desire 
to  bottle-feed  the  infants  in  their  care.  I  know  it  is  con- 
trary to  all  their  teaching,  and  I  can  give  no  reason  for  it. 
It  is  often  not  shown  to  the  doctor,  but  the  desire  is  there 
nevertheless,  and  until  it  can  be  thoroughly  uprooted 
many  babies  will  be  handicapped  in  the  race  of  life.  As 
far  as  I  can  make  out  the  reason  that  some  officious  friends 
advise  weaning  is  that  the  bluish,  somewhat  translucent 
appearance  which  human  milk  naturally  possesses,  gives 
rise  to  the  idea  that  it  is  "  poor  ' '   and  of  no  nutritive 
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value.  The  best  remedy  for  these  errors,  I  think,  is 
wider  instruction  of  nurses  on  the  nature  and  normal 
appearance  of  human  milk  and  also  on  the  intelligent  and 
more  frequent  use  of  the  nipple  shield  to  assist  the  child 
in  its  early  efforts. 

With  regard  to  Class  5 — viz.,  industrial  occupation  of 
the  mother — it  strikes  one  at  once  how  very  low  the  per- 
centage of  cases  in  Dublin  is  (viz.,  6.5  per  cent.)  com- 
pared to  manufacturing  towns,  but  even  here  the  estab- 
lishment of  well-managed  creches,  in  various  parts  of  the 
city,  open  from  6  a.m.,  would  greatly  facilitate  the 
mother  returning  to  nurse  her  child  at  different  times  in 
the  day. 

Class  2 — "Illness  of  mother" — may  be  passed  over 
without  comment  except  to  note  that  about  one-sixth  of 
the  total  cases  (35  in  200)  were  of  pulmonary  tuberculosis. 

Class  4 — "Sore  breasts"  (8  per  cent.). — Under  this 
heading  I  include  both  breast  abscesses  and  also  minor 
troubles,  such  as  cracked  nipples,  &c.,  which  by  the  pain 
they  cause  deter  the  mother  from  nursing.  Preventive 
measures  here  fall  under  three  headings,  viz.  : — 

(1)  Preparation  of  the  breasts. 

(2)  Prevention  of  infection  during  lactation, 

(3)  Intelligent  use  of  the  breast  pump  and  nipple  shield 

in  cases   wiiere   the  breast   has  already   become 
sore. 

Very  few  women  of  the  poorer  class  make  any  effort 
during  pregnancy  to  prepare  their  breasts  for  nursing, 
and,  among  those  that  do,  the  method  employed  is  in- 
adequate, consisting  simply  of  occasionally  rubbing  the 
nipple  w^th  some  form  of  alcohol  and  pulling  it  slightly 
with  the  fingers.   The  result  of  this  treatment  is  frequently 
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to  cause  the  cracks  and  abrasions  the  women  are  trying  to 
avoid.  I  have  found  that  the  constant  use  of  alcohol  alone 
renders  the  skin  much  too  dry.  To  prevent  this,  after  the 
alcohol  has  evaporated,  some  boracic  ointment  should  be 
used  while  the  drawing  out  of  the  nipple  is  performed. 

I  should  also  like  to  point  out  that  manipulation  with 
the  fingers  is  not,  and  never  can  be,  sufficient  preparation 
for  the  virgin  nipple.  The  pain  in  early  lactation  is  caused 
by  the  forcible  eversion  of  the  partially  inverted  tip  of  the 
nipple,  and  pulling  it  with  the  fingers  cannot  help.  It  is 
best  effected  by  gentle  suction  when  the  part  is  pliable 
with  ointment.  This  suction  can  be  effected  either  by  a 
breast  pump,  a  tetarelle,  or  by  a  cheaper  instrument — 
namely,  an  ordinary  new  clean  clay  pipe,  which,  after 
being  boiled  and  smeared  with  boracic  ointment  is  used 
with  the  bowl  over  the  nipple  and  the  stem  in  the  woman's 
mouth. 

The  prevention  of  infection,  when  lactation  is  estab- 
lished, is  the  next  problem.  It  may  take  place  along  the 
tubules  without  any  visible  crack  or  abrasion,  and  I  have 
found  that  washing  after  each  feed,  even  if  dutifully  per- 
formed, is  of  little  use,  as  some  milk  always  oozes  on  to 
the  surface  and  clothes  immediately  afterwards. 

The  most  efficacious  plan  I  know  of  is  to  instruct  the 
mother  always  to  wear  a  small  pad  of  boracic  wool  over 
the  nipple,  protecting  it  from  the  clothes,  and  I  have 
never  known  any  infection  to  occur  when  this  was  con- 
stantly done,  even  in  cases  formerly  much  troubled  with 
incipient  abscesses. 

If  pain  and  redness  do  appear,  fomentations  are  of  great 
service,  but  I  have  found  far  better  results  from  the  use 
of  large  pads  of  wool,  soaked  in  pure  glycerine,  applied  hot, 
or  in  the  more  elegant  form  of  the  same  drug,  known  as 
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"  antiphlogistine."  This,  if  applied  in  time,  nearly 
always  averts  the  dreadful  suppuration.  In  any  painful 
condition  of  the  nipple  a  shield  should  be  used,  and  nursing 
can  often  successfully  be  performed  by  its  help  under  most 
unfavourable  conditions. 

Classes  1  and  3  (i.e.,  insufficient  milk  and  milk  disagree- 
ing with  the  child)  may  be  taken  together  as  cases  where 
the  child  does  not  thrive  on  the  milk,  but  for  the  purpose 
of  scientific  investigation  they  may  be  divided,  not  accord- 
ing to  the  statement  of  the  mother,  but  into  four  groups, 


VIZ. 


(a)  Insufficiency  in  the  quantity  of  milk. 
(t>)  Insufficiency  of  some  particular  element. 

(c)  Undue  preponderance  of  some  element  causing  dis- 

agreement with  the  child. 

(d)  Presence  of  toxic  substances. 

It  is  on  the  correct  diagnosis  of  the  reason  why  the  milk 
disagrees  that  the  only  hope  of  remedy  depends. 

At  the  beginning  of  my  investigations  I  naturally  tried 
to  find  what  substances  were  supposed  to  lead  to  increased 
milk  production  in  cows.  Knowing  the  great  difference 
in  percentage  composition  of  human  milk  that  may  be 
caused  by  change  of  diet,  I  was  greatly  surprised  to  find 
that   apparently   most   authorities   agree   that  change   of 

rations  ' '  makes  very  little  change  in  quantity  or  quality 
of  cows'  milk,  compared  with  the  value  of  breedings  and 
favourable  nervous  conditions.  There  seems  to  be  no 
doubt,  however,  that  in  the  case  of  human  beings,  varia- 
tions can  easily  be  caused  in  total  quantity,  in  proteids, 
and  in  fats.  Lactose  seems  to  remain  fairly  constant  in 
amount. 

With  regard  to  quantity — some  women  seem  to  have 
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suitable  milk;  only  that,  in  the  case  of  a  big,  hungry 
child,  or  with  twins,  there  is  not  enough  of  it.  These 
cases  are  undoubtedly  helped  by  the  ingestion  of  large 
quantities  of  fluid.  Soup,  gruel,  and  even  plain  water 
should  be  taken  in  large  quantities.  Most  women,  as  a 
rule,  take  too  little  fluid,  and  this  point  should  be 
emphasised.  The  urine  is,  of  course,  thereby  increased, 
but  that  does  not  alter  the  fact  that  the  milk  is  increased 
also.  Violent  exercise,  causing  much  perspiration,  should 
be  avoided,  as  well  as  nervous  fatigue.  Gentle  and  careful 
massage  of  the  breasts  is  of  use,  and  the  child  should  be 
given  both  breasts  at  each  nursing  in  order  to  stimulate 
them. 

Alcohol  undoubtedly  increases  the  quantity  of  milk,  but 
is  unadvisable  for  many  reasons.  The  chief  one  that  con- 
cerns us  at  present  is  that  it  frequently  upsets  the  child's 
digestion.  Malt  increases  the  quantity  of  milk  as  well  as 
the  fat  present.  If  ordinary  malt  extract  is  disliked,  malt 
can  be  given  in  a  variety  of  other  ways,  such  as  malted 
cocoa,  malted  milk,  and  by  means  of  preparations  such  as 
Mellin's  Food,  Ovaltine,  &c. 

I  must  also  mention  a  preparation  which,  although  I 
was  familiar  with  it  abroad  some  time  ago,  has  only  re- 
cently been  introduced  into  this  country.  It  is  called 
"  Lactagol,"  and  its  manufacturers  state  that  it  is  a  pre- 
paration of  cotton  seed,  its  galactogenic  properties  being 
due  to  a  substance  named  "  Edestin  "  which  it  contains. 
The  constitution  and  action  of  "  Edestin  "  have  been  in- 
vestigated by  Beckman,  of  Hamburg,  who  states  that  in 
his  opinion  the  quantity  of  proteid  in  various  foods  cannot 
have  a  decisive  influence  on  the  galactogenic  action,  but, 
on  the  other  hand,  the  composition  of  the  proteid  body 
seems  to  play  a  role,  for  we  see  that  the  amides,  the 
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splitting  up  products  of  the  proteids  in  malt  grains,  have 
a  similar  action  to  that  of  the  edestin  of  the  cotton  seed 
meal. 

He  adds  : — "  Edestin  received  its  name  from  Osborne, 
who  studied  it  closely.  It  has  also  been  put  to  practical 
use  by  Zadik  and  Hausmann.  It  contains  42.3  per  cent, 
of  the  total  nitrogen  of  the  cotton  seed  meal,  and  is  con- 
stituted as  follows  : — 

Carbon  .  .  _  .  51.71 

Hydrogen  .  _  .  .  6.86 

Nitrogen  -  -  -  -  18.64 

Sulphur  -  -  -  -  0.62 

Oxygen  -  -  -  -  22.17 

"  The  phytovitellines  to  which  edestin  belongs  are  char- 
acterised by  a  high  nitrogen  value  and  a  low  oxygen  value. 
On  splitting  up  they  produce  a  large  quantity  of  diamin 
acids — that  is  to  say,  i3roducts  such  as  arise  in  the 
changing  of  the  proteins  in  growing  plants. 

"  If  the  galactogenic  action  of  the  malt  grains  is  to  be 
referred,  as  suggested  by  Maercker,  to  the  amides,  then 
the  galactogenic  action  of  lactagol  is  explained,  for  the 
tryptic  digestion  of  edestin  furnishes  the  same  bodies  as 
are  brought  into  existence  in  malt  grains  through  en- 
zymes, which  act  in  the  plan.t  cells." 

The  results  of  the  quantitative  hydrolyses  of  "  Edestin  " 
recently  published,  which  were  carried  out  by  Aberhalden 
under  the  direction  of  Emil  Fischer,  give  an  indication 
of  the  cause  of  the  specific  action — namely,  a  very  large 
proportion  of  argenin  over  the  other  two  products  of 
splitting  the  proteins — i.e.,  lysin  and  histidine. 

Beckman  used  ' '  lactagol  ' '  as  the  substance  with  which 
to   conduct  his  experiments,  and   got   favourable   results 
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both  in  cows  and  women.  With  the  former  he  got  a  rise 
in  the  fats  of  from  3  to  3.9.  In  the  proteins  of  from  3.2 
to  3.7,  and  in  the  total  amount  of  milk  a  rise  of  from 
13  to  17  litres  per  day.  I  cannot  quite  reconcile  these 
results  with  the  statements  of  Kelner  and  Jordan,  but  with 
regard  to  human  milk  secretion  I  can  heartily  endorse 
them.  I  have  always  found  a  rise  of  at  least  two  or  three 
points  in  both  fats  and  proteids,  as  well  as  a  great  increase 
in  the  total  quantity  of  milk.  I  also  used  the  preparation 
in  twenty  cases  in  which  the  infants'  weights  were  sta- 
tionary or  diminishing,  chiefly  through  malnutrition  from 
extreme  poverty  in  the  mother,  and  got  a  rise  in  weight 
of  from  3  to  6  oz.  per  week  in  all  but  one  case.  (I  may 
add  that  I  consider  this  a  better  test  than  any  rise  in  per- 
centage composition.)  The  only  disadvantage  I  have 
found  from  the  use  of  this  substance  is  that  it  occasionally 
causes  indigestion  in  the  baby  by  raising  the  proteids  too 
high.  For  this  reason  I  usually  give  less  than  the  pre- 
scribed amount,  and  watch  the  cases  carefully  at  first. 

If  it  is  found  to  be  impossible  to  obtain  a  sufficient  quan- 
tity of  milk  for  the  requirements  of  the  child,  I  strongly 
advocate  mixed  feeding  (that  is  to  say,  the  giving  of  one 
or  more  bottles  in  the  day)  rather  than  weaning.  I  know, 
in  giving  this  opinion,  I  am  going  against  that  of  so  great 
an  authority  as  Vincent,  but  I  do  so  for  the  following 
reasons  : — 

(1st)  The  extremely  good  results  I  have  always  obtained 

by  it. 
(2nd)  That  weaning  is  thereby  rendered  much  easier  on 

both  mother  and  child,  because  it  is  gradual. 
(3rd)  Because  in  cases  of  long  journeys,  accidents  to 

milk   supply,    illness,    &c.,    there    is   always  the 

breast  to  fall  back  upon  temporarily. 
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The  difficulty  of  knowing  the  strength  of  milk  to  give 
from  the  bottle  can  be  overcome  by  an  occasional  analysis 
of  the  breast  milk. 

Next,  with  regard  to  lack  of  some  particular  element. 
The  average  composition  of  human  milk  is  :  — 

Proteins  -  -  -     1.5  per  cent. 

Fats  -  -  .     4  ,, 

Lactose  -  -  -     5  ,, 

The  element  which  most  frequently  falls  below  the 
standard  is  fat.  It  can  be  increased,  however,  by  a  good 
nourishing  dietary — particularly  one  that  is  rich  in  pro- 
tein— by  the  administration  of  malt  extract  (according  to 
Holt  this  last  can  raise  the  fat  percentage  from  1.74  per 
cent,  to  3.83  per  cent.)  and  by  the  aforementioned 
lactagol. 

Also,  if  the  supply  of  milk  is  abundant,  but  the  fat  low, 
the  child  can  be  fed  on  the  latter  part  of  the  milk  from 
each  breast,  and  the  "  fore  milk,"  which  is  high  in  pro- 
teins and  low  in  fat,  being  drawn  oft'  with  a  breast' pump. 

The  proteins  generally  give  trouble  by  being  too  high 
rather  than  too  low.  They  are  generally  supposed  to  be 
increased  by  over-feeding  and  lack  of  exercise,  and  can  be 
diminished  by  regulating  the  diet  and  getting  the  mother 
to  take  long  walks,  to  scrub  her  floor,  or  take  some  other 
form  of  active  exertion.  Vincent  quotes  two  cases,  how- 
ever, in  which  the  proteins  were  raised  over  3  per  cent, 
by  reason  of  the  mothers  leading  too  active  lives,  going 
too  much  into  society  and  being  over-excited.  The 
infants,  who  were  both  upset,  recovered  when  a  quiet  life 
was  again  enforced. 

Undue  amount  of  protein  is   generally  recognised  by 
indigestion  and   the  passage  of  undigested  curds  in   the 
T.  2B 
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motions.  It  must  be  remembered,  however,  that  all  that 
a  mother  calls  curds  are  not  necessarily  protein.  Fat 
"curds"  are  very  common,  but  are  easily  distinguished 
by  the  ether  test. 

Cases  where  the  fat  is  too  great  in  amount  are  usually 
recognised  by  undue  looseness  of  the  bowels  on  the  part 
of  the  infant.  This  may  be  regulated  by  giving  less  pro- 
tein in  the  mother's  diet  and  by  not  letting  the  infant 
empty  the  breast,  as  the  last  ]\Trt  is  particularly  rich  in 
fat. 

Infants  seem  to  vary  very  much  as  to  their  tolerance  of' 
extraneous  substances  excreted  in  the  milk.  The  diet  of 
the  mother  as  regards  fruit  and  vegetables  should,  at  first, 
however,  always  be  tentative.  Three  articles  of  food  I 
have  found  nearly  always  to  be  injurious — viz.,  cabbage, 
onions,  and  rhubarb.  They  are,  therefore,  better  left 
alone.  It  is  nearly  always  the  case  when  the  mother  eats 
much  vegetables  or  fruit  that  the  infant's  motions  become 
green.  Too  much  importance  need  not  be  laid  on  this, 
however,  if  it  is  unaccompanied  by  any  symptom  of  dis- 
comfort and  if  the  increase  in  weight  is  constant. 

A  difficulty  frequently  arises  when  the  mother  requires 
laxative  medicine  and  the  infant  does  not  ;  the  only  pur- 
gative T  know  that  does  not  aft'ect  the  milk  is  castor  oil. 
and  its  continual  administration  is  generally  objected  to 
by  even  the  most  self-sacrificing  of  mothers  !  A  good  deal 
may  be  done,  however,  to  stimulate  the  mother's  peris- 
talsis by  substances  containing  some  indigestible  residue — 
i.e.,  ])orridge,  frame  food,  &c.,  by  petroleum  emulsion  in 
some  form,  and  by  massage. 

Much  more  serious  are  the  toxic  products  which  ap|iear 
in  the  milk  as  the  result  of  mental  excitement  and  worrv. 
In    this    particular    the   resemblance    to    cows    is    much 
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greater  than  as  regards  food.  Kelner  and  Jordan  both 
agree  in  ranking  ' '  the  f eehng  of  comfort  and  well  being 
as  foremost  in  importance  from  the  point  of  milk  supply, 
while  "  anything  that  upsets  a  cow  "  is  considered  to  have 
a  worse  effect  than  bad  feeding.  Vincent  quotes  the  case 
of  a  cow  whose  fats  dropped  from  3.6  to  1.8  in  the  show 
yard.  It  should  be  noted  that  it  is  worry  and  not  work  that 
causes  these  bad  results.  I  know  many  women  who  do 
an  extremely  hard  day's  work — either  mental  or 
physical — who  still  nurse  with  ease  and  success.  Holt 
says  : — "  It  is  the  nervous  condition  of  the  mother  more 
than  anything  else  which  determines  her  success  or  failure 
as  a  nurse,"  and  I  am  sure  all  who  have  had  experience 
of  cases  of  this  kind  must  agree  with  him.  It  is  here  that 
the  ]5hysician  feels  most  helpless,  for  although  it  might 
seem  natural  that  a  mother  would  consider  her  child's 
health  of  greater  importance  than  the  polish  of  her  brasses 
or  the  deportment  of  her  servant,  such  is  not  always  the 
case,  and,  in  spite  of  warnings,  constant  worry  over  un- 
important trifles  defeats  all  the  doctor's  efforts,  and  at 
last  necessitates'  the  substitution  of  artificial  food. 

One  reason  for  abandoning  nursing  I  have  not  put  on 
my  list  because  it  was  never  given  me  in  so  many  words — 
that  is,  unwillingness  on  the  part  of  the  mother.  I  do 
not  doubt,  however,  that  it  was  the  true  cause  in  a  few 
cases,  and  as  such  we  ought  to  bear  it  in  mind.  I  do  not 
think  that  any  good  mother  who  had  experienced  the 
comfort,  convenience,  and  economy  of  nursing,  as  com- 
pared to  bottle-feeding,  would  willingly  depart  from  it, 
but  young  primiparse  are  sometimes  unwilling  to  under- 
take the  task.  Here  the  medical  and  nursing  professions 
can  do  much  in  the  way  of  instruction  and  preparation, 
bv  showins"  the  voung  mother  that  nursing  is  healthv  for 
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her  as  well  as  her  child,  and  is  very  far  from  being  the 
strain  and  the  bondage  that  her  friends  woidd  have  her 
believe. 

This  brings  me  to  the  most  important  part  of  the  whole 
question.  So  far  I  have  only  suggested  remedial  measures 
to  be  undertaken  at  the  time.  In  reality  we  should  begin 
to  prepare  our  ideal  nursing  mother  long  before  she  her- 
self is  born  !  We  are  still  much  in  the  dark  as  to  what 
promotes  or  hinders  the  possibility  of  lactation,  but  it  is 
generally  acknowledged  that  it  is  artificiality  and  civilisa- 
tion rather  than  poverty  or  starvation  that  render  the 
numbers  of  nursing  mothers  so  low.  Crookshank,  in  a 
recent  article  in  the  British  Medical  Journal  of  Children's 
Diseases,  lays  stress  on  what  he  calls  the  biological  value 
of  food.  He  says  : — "  The  wife  of  a  cottager  is  better  fed 
biologically  on  whole-meal  bread,  even  though  black;  on 
fresh  milk,  even  if  skimmed;  on  home-made  cheese,  even 
though  sour,  and  on  oatmeal,  even  savoured  with  salt 
only;  than  is  her  town-dwelling  sister  on  frozen  mutton, 
tinned  tomatoes,  condensed  milk,  and  packet  tea." 

How  much  the  diet  may  affect  the  possibilities  of  the 
child  that  is  to  be  born  has,  of  course,  still  to  be  investi- 
gated, but  we  may  fairly  consider  that  the  eugenist's  plea 
for  more  simplicity  and  less  artificiality  of  hfe  may  be  put 
forward  also  by  the  doctor  interested  only  in  the  problem 
of  the  nutrition  of  the  child. 

Another  question  which  has  not  yet  been  answered  is 
how  far  the  mother's  diet  during  pregnancy  affects  her 
powers  of  lactation  subsequently.  So  far  as  I  can  ascer- 
tain, most  women  who  have  been  on  a  carbohydrate  diel 
for  fear  of  eclamptic  complications  have  been  unable  to 
nurse  their  infants,  but  I  sho\dd  like  very  much  to  hear 
the  experience  of  others  on   this  point.      The  theory   is 
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rather  contradicted,  on  the  other  hand,  by  the  fact  that 
the  poor  woman  whose  diet  is  often  nothing  more  than 
bread  and  tea  makes  an  excellent  nurse.  In  fact,  it  is 
often  to  me  a  matter  for  wonder  how  well  the  very  poor 
do  nurse  their  infants.  It  certainly  tends  to  show  that  a 
careless  happy-go-lucky  frame  of  mind  (for  I  have  never 
seen  a  tenement  house  dweller  give  her  infant  indigestion 
by  fretting  over  the  dirt  of  the  stairs)  may  achieve  a  result 

.t,   which  hard  work  and  lack  of  food  cannot  counteract. 

T  In  conclusion,  I  may,  perhaps,  be  permitted  to  add  a 
few  hints  as  to  the  clinical  examination  of  milk.  While 
there  is  no  doubt  that  a  complete  chemical  estimation  is 
best,  and  is  frequently  necessary,  still  there  are  various 
rough  methods  of  gaining  some  knowledge  of  its  com- 
position. 

(1)  Colour. — To  those  who  accustom  themselves  to 
looking  at  samples  of  human  milk,  the  rich  cream 
colour  due  to  high  fats  or  colostrum  is  at  once 
apparent. 

(•2)  In  ordinary  cases  the  first  half -ounce  or  so  that 
flow\s  is  almost  clear.  If  this  is  white  and  milky, 
the  fat  is  usually  high. 

(3)  By  means  of  Holt's  cream  gauge  the  gravity  cream 
can  be  read  off  after  standing  for  twenty-four 
hours.  The  percentage  of  fats  can  thence  be  cal- 
culated, as  it  is  in  proportion  to  the  cream  as  3  to  5. 

(4)  A  rough  guide  to  the  proteins  may  be  obtained  by 
knowing  the  fats  and  the  specific  gravity.  The 
normal  specific  gravity  is  1030,  and  if  the  specific 
gravity  is  high,  while  the  fats  are  normal,  the  pro- 
teins are  probably  high  also,  as,  of  course,  proteins 
raise  the  specific  gravity,  while  fat  lowers  it. 
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The  milk  for  analysis  should  always  be  taken  from  a 
mixture  of  the  whole  contents  of  the  breast. 

The  quantity  of  milk  obtainable  can  best  be  ascer- 
tained by  weighing  the  infant  before  and  after  feeding. 

Finally,  I  should  like  to  add  that  I  am  fully  aware  of  the 
shortcomings  of  these  investigations,  and  can  only  say 
that  I  have  mentioned  nothing  that  I  have  not  ascertained 
by  careful  personal  observation  and  experiment,  and  only 
because  of  this  can  this  paper  claim  any  merit.  It  is 
written  in  the  hope  that  others  may  be  led  to  make  fur- 
ther investigations  on  their  own  cases,  which  will  lead  to 
more  extensive  results,  and  bring  about  the  improvement 
in  this  matter  which  is  so  badly  needed  at  the  present 
day. 


Professor  Thompson  said  the  consideration  of  the 
physiological  aspect  of  the  question  was  difficult  as  so  little 
was  known  about  the  physiological  stimuli  that  promoted 
the  secretion  of  milk.  He  referred  to  a  paper  by  Dr.  Janet 
Lane-Clayton,  recently  reviewed  in  the  British  Medical 
Journal,  on  "  The  Investigation  of  the  Question  of  IMilk  and 
Lactation."  No  one  had  yet  succeeded  in  discovering  a 
nerve,  the  cutting  or  excitation  of  which  interfered  in 
the  slightest  with  the  secretion  of  milk.  The  general 
opinion  was  that  if  the  mother  was  getting  sufficient  ordi- 
nary food  she  produced  as  much  milk  as  she  would  on  any 
special  food.  He  was  not  a  very  strong  believer  in  the  in- 
fluence of  proteins  in  increasing  the  constituents  of  milk. 
The  only  constituent  of  milk  that  could  with  certainty  be 
influenced  by  the  diet  was  the  fat.  It  was  quite  possible 
that  milk  as  regards  proteins  might  become  undesirable 
from  an  alteration  in  the  relative  amount  of  caseinogen. 
The  practical  points  brought  out  in  the  paper  struck  him 
as  very  useful. 

Dr.    Hastings   Tweedy    said   mothers    and   nurses    were 
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very  fearful  of  starving  the  infant.  He  had  observed  that 
breast  milk  became  (as  a  rule)  very  scanty  on  about  the 
sixth  or  seventh  day,  and  it  was  at  this  time  bottles  were 
usually  begun.  The  introduction  of  bottle-feeding  forty- 
five  years  ago  constituted  the  most  disastrous  experiment 
that  the  hmnan  race  ever  embarked  on.  Its  condemnation 
did  not  entirely  rest  on  the  high  rate  of  infantile  mortality ; 
more  serious  still  were  the  ill  consequences  in  after-life  in- 
flicted on  the  infant  who  won-ied  through  a  succession  of 
stomachic  disorders,  or  other  debilitating  illnesses.  He 
could  declare,  from  observations  made  in  his  own  practice, 
that  bad  teeth  in  the  adult  seldom  occuiTed  in  those  whose 
infancy  and  young  childhood  had  been  free  from  disease. 
It  is  evident,  too,  that  permanent  defect  cannot  be  limited 
to  the  teeth.  Bones,  muscles,  brain,  skin,  &c.,  must  also 
suffer. 

Children  can  deal  with  excess  of  some  particular  con- 
stituent in  food ;  this  is  showai  by  the  splendid  results 
obtained  in  the  whole-milk  method  of  feeding.  He  did  not 
think  that  infants  should  be  placed  on  measured  amounts 
of  food.  Let  them  be  given  what  they  can  digest,  at 
intervals  not  shorter  than  three  hours. 

If  they  throw  up,  regurgitate,  or  get  diarrhoea,  of  the 
kind  which  immediately  follows  on  ingestion  of  food,  urgent 
indications  are  thereby  afforded  that  a  smaller  quantity 
should  be  given. 

More  infants  were  injured  by  excess  than  by  depreciation. 

The  President  said  it  was  the  experience  in  maternity 
hospitals  that  a  very  large  majority  of  women  do  nurse, 
and  he  believed  the  mothers  amongst  the  poor  were  able  to 
nurse  for  a  very  long  time.  Food,  undoubtedly,  did  seem 
to  militate  against  the  secretion  of  milk  or  the  reverse.  He 
recalled  his  experience  when  wet  nursing  was  in  vogue — 
i.e.,  that  over-feeding  was  one  of  the  chief  means  of  in- 
sufficiency of  milk.  He  agreed  with  Dr.  Webb  with  regard 
to  the  application  of  alcohol  to  the  nipples  in  preparation 
for  nursing,  and  also  as  regards  the  pulling  out  with  the 
fingers  instead  of  with  a  breast  pump  or  other  such  instru- 
ment. 


ABSTRACTS. 


SECTION  OF  OBSTETKICS. 

Friday,  Novcmbor  8,  1912. 
The  President  (Dr.  A.  J.  Horne)  in  the  Chair. 

A  Case  illustrating  the  Operations  of  SymphysiotoDiy, 
Pubiotoniy,  and  Ccesarean  Section. 
Dr.  E.  Hastings  Tweedy  exhibited  a  patient  illustrating  the 
three  modern  operations  for  the  birth  of  the  Hving  child 
owing  to  contracted  pelvis.  Symphysiotomy  was  performed 
on  one  occasion,  pubiotomy  on  another,  and  Csesarean  section 
on  the  last.  When  performing  the  Caesarean  section  he  tied 
the  tubes,  as  he  considered  the  patient  had  suffered  enough 
at  the  hands  of  the  surgeon.  There  was  no  material  difference 
between  any  of  the  operations  so  far  as  the  time  occupied  in 
bed  or  stay  in  hospital  was  concerned.  The  longest  stay  was 
three  weeks  and  the  shortest  a  fortnight.  Symphysiotomy 
was  a  little  more  difficult  to  perform  than  pubiotomy,  but 
he  did  not  agree  with  the  general  idea  that  the  former  was 
a  painful  and  very  difficult  operation.  The  scar  was  about 
half  an  inch  long  instead  of  the  pin-i:)oint  scar  of  pubiotomy. 
There  was  not  the  slightest  interference  with  locomotion,  and 
the  patient  on  being  questioned  declared  that  she  did  not 
mind  any  of  the  operations,  and  that  she  was  as  well  able 
to  walk  as  ever  she  was. 

Dr.  Spencer  Sheill  asked  if  Dr.  Tweedy  could  give  the 
exact  diameters  of  the  pelvis  in  the  case,  as  symphysiotomy 
or  pubiotomy  was  usually  applied  in  one  class  of  case  and 
Caesarean  section  in  another.     It  would,  he  thought,  be  of 
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interest  to  know  why  the  three  operations  were  performed 
in  the  order  they  were. 

Dr.  Tweedy  said,  in  reply,  he  performed  symphysiotomy 
first  because  the  diameter  of  the  pelvis  permitted  it  and  the 
woman  was  in  labour;  pubiotomy  secondly  because  it  was 
the  easier  operation,  and  Csesarean  section  on  the  last  occa- 
sion because  the  patient  was  not  actually  in  labour,  and  he 
was  not  certain  that  the  second  pubiotomy  would  have  been 
a  safe  procedure.  With  regard  to  the  sterilisation,  this  is 
the  first  case  in  which  he  had  sterilised.  She  was  very  poor, 
and  he  did  not,  therefore,  think  it  desirable  that  she  should 
further  endanger  her  life. 

A  Case  of  Tubal  Pregnancy  ivith  Severe  Sy))iptoiiis  without 

Rjipture. 

Dr.  E.  D.  Purefoy  read  a  paper  on  the  above,  and  also 
showed  specimens.     See  page  217,  ante. 

Sterility^  tlie   Salient  Fcatwre   in   General  Tubercular 
Peritonitis. 
Dr.   Tweedy  read  a  paper  on  the  above.      See  page  226, 
ante. 


Friday,  December  13,   1912. 

The  President  in  the  Chair. 

Myomatous  Uterus. 
The  President  showed  a  specimen  of  myomatous  uterus, 
which  was  removed  from  an  u'nmarried  woman  aged  thirty. 
Four  years  ago  the  patient  had  a  bad  attack  of  diarrhoea, 
lasting  for  about  three  weeks.  A  large  swelling  was  noticed 
in  the  lower  part  of  the  abdomen,  and  at  the  time  she  com- 
plained of  great  irritation  just  above  the  symphysis  pubis. 
The  swelling  gradually  increased  in  size  for  about  a  year, 
and  then  grew  more  rapidly.  In  the  morning  it  was  found 
that  the  luinp  was  generally  on  the  side  on  which  the 
patient  lay  during  the  previous  night,  and  when  she  leaned 
to  one  side  she  could  feel  the  lump  move  to  the  opposite 
side.      Menstruation  was   regular   and   normal   in   quantity. 
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On  admission  to  hospital  the  patient  looked  healthy.  On 
inspection  the  abdomen  appeared  vei-y  large,  and  equally  so 
on  both  sides  of  the  middle  line.  On  percussion  there  was 
dulness  over  the  whole  part.  When  first  seen  the  tumour 
was  in  the  middle  line,  and  presented  so  few  characteristic 
features  as  ixD  make  the  diagnosis  difficult.  It  was  im- 
possible to  make  a  satisfactoi'y  vaginal  examination  without 
anaesthesia.  However,  fi'om  the  mobility  of  the  tumour,  the 
conclusion  was  formed  that  it  was  a  fibroid,  although  men- 
struation was  quite  regular.  When  the  abdomen  was 
opened  large  veins  were  to  be  seen  all  over  the  tumour,  so 
that  there  was  a  doubt  as  to  whether  it  was  a  case  of  preg- 
nancy. It  was,  therefore,  thought  necessary  to  open  into 
the  central  line  of  the  tumour  before  removal,  when  it  was 
found  to  be  a  myomatous  uterus.  The  tumour  weighed  8J 
pounds. 

Professor  Alfred  Smith  said  that  the  procedure  he 
usually  followed  in  these  cases  was  simple — i.e.,  if  the 
uterus  be  pregnant,  intermittent  contractions  could  be 
observed.  If  the  uterus  contracted  it  was  pregnant,  and  if 
it  did  not  it  was  non-pregnant.  A  sponge  out  of  hot  water 
pressed  over  either  cornu  of  the  uterus  would  help  to 
stimulate  the  contraction.  He  perfectly  sympathised  with 
the  difficulty  in  diagnosis  until  he  adopted  the  above-men- 
tioned procedure. 

Dr.  Purefoy  observed  that  the  case  demonstrated  a  point 
of  importance,  even  when  there  was  an  opportunity  for 
ocular  inspection — viz.,  the  impossibility  of  saying  whether 
a  tumour  is  solid  or  cystic.  Reference  had  been  made  to 
the  difficulty  of  determining  in  a  case  of  fibroid  uterus 
whether  pregnancy  is  present  or  not.  This  he  considered  a 
point  of  extreme  difficulty,  or,  probably,  impossible.  The 
large  veins  over  the  specimen  also  probably  increased  the 
difficulty  of  diagnosis. 

The  President,  replying  to  the  remarks,  said  that  since 
he  had  heard  the  opinions  expressed  he  considered  himself 
warranted  in  bringing  the  specimen  before  the  Section. 
He  had  held  the  tumour  in  his  hands  for  a  considerable 
time,  but  felt  no  contraction  or  foetal  movements,  yet  he 
was  not  convinced  that  it  was  nob  a  pregnant  uterus,  but 
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he  thought  the  idea  of  applying  hot  cloths  to  encourage  the 
contraction  of  the  uterus  a  very  important  one. 

Polypus  complicating  Inversion  of  the  Uterus  and  illustrat- 
ing the  difficulty  of  Diagnosis. 
Dr.  E.  H.  Tweedy  said  the  patient  was  sent  to  him  with  a 
diagnosis  of  inversion  of  the  uterus.  She  was  a  union 
patient  in  a  far- advanced  state  of  anaemia  and  shock.  She 
was  half-witted.  Her  condition  was  so  serious  he  did  not 
dare  to  examine  her  for  at  least  eight  days.  Ergot  and 
stimulants  were  administered  and  the  vagina  was  plugged. 
At  the  expiration  of  a  week  he  found  a  round  tumour  pro- 
truding to  within  an  inch  of  the  vulva.  It  bled  easily. 
Under  ansesthesia  he  failed  to  make  a  diagnosis  by  any  of 
the  recognised  methods.  The  cervix  could  not  be  felt. 
Eectal  and  bi-manual  examination  afforded  no  information. 
He,  however,  established  .the  diagnosis  by  a  method  not 
before  suggested.  Two  fingers  w^ere  passed  into  the  vagina 
above  and  below  the  tumour,  and  these  were  placed  on  its 
pedicle.  The  feeling  of  the  latter  was  unmistakably  that  of 
uterine  tissue.  He  thought  it  was  worth  remembering  that 
if  there  is  inversion  of  the  uterus  with  a  polypus  the  pedicle 
will  give  this  characteristic  feel.  He  proceeded  to  remove 
the  myoma,  and  in  doing  so  he  opened  a  cyst  which  con- 
tained fluid  under  great  tension.  There  was  very  severe 
bleeding  from  the  wound.  The  uterus  was  easily  inverted 
by  the  application  of  three-bullet  forceps.  Continuous  rectal 
irrigation  was  afterwards  kept  up  for  twenty-four  hours. 

Dr.  Tweedy  also  showed  a  specimen  of  sloughing  myoma, 
the  removal  of  which  per  vagin-am  caused  acute  inversion  of 
the  uterus. 

The  PREsmEXT  said  the  case  showed  one  of  the  interest- 
ing effects  of  polypus  complicating  inversion.  He  men- 
tioned that  polypus  complicating  inversion  was  very  rare,  and 
the  points  raised  as  regards  diagnosis  were  of  great  importance. 

Dr.  Solomons  said  it  seemed  to  him  that  the  treatment 
accorded  to  the  patient  before  operating  had  saved  her  life, 
whereas  immediate  operation  would  probably  have  killed 
her.  The  severe  constitutional  symptoms  often  associated 
with  uterine  polypi,  both  large  and  small,  were  never  dealt 
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with  sufficiently  in  text-books.  He  wondered  if  a  diagnosis 
might  have  been  nnore  easily  made  by  spHtting  the  perineum, 
whei-eby  the  operation  itself  would  have  been  facilitated. 

Dr.  Siieill  thought  a  point  of  interest  was  the  reference 
to  the  palpation  *of  the  pedicle  of  the  tumour.  He  found 
that  the  uterus  felt  like  a  collapsed  tube,  whereas  a  tumour 
was  not  hollow  and  was  more  resistant. 

Dr.  Purefoy  said  the  difficulty  of  diagnosis  in  these 
cases  in  which  polypus  had  given  rise  to  inversion  was  con- 
siderable, especially  where  the  polypus  was  sessile.  In  such 
cases  it  became  exceedingly  difficult  to  determine  how  much 
of  the  tumour  was  polypus  and  how  much  was  uterus.  He 
congratulated  Dr.  Tweedy  on  the  jubilant  way  in  which  he 
spoke  of  re-inversion  of  the  uterus.  He  had  three  cases  of 
the  kind  where  the  inversion  complicated  parturition,  and 
some  months  elapsed  before  they  came  under  treatment.  In 
each  case  the  reposition  was  elected  by  steady  pressure 
applied  to  the  fundus  while  the  cervix  was  held  by  two-bullet 
forceps.  He  had  shown  at  a  meeting  of  the  Section  a  simple 
repositor  which  had  proved  very  helpful  in  the  proceeding. 

Dr.  Tweedy,  in  replying  to  the  remarks,  said  he  found 
it  very  easy  to  push  back  the  uterus  In  one  case,  but  in  the 
second  there  was  some  difficulty. 

Interesting  Complications   of  a    Hysterectomy. 
Professor  Alfred    Smith  read  a  paper  on   above.      See 
page  235,  ante. 

A  Case   of  Fibro-sarc(uua  of  the    Ovary. 
Dr.  Gibbon  FitzGibbon  read  a  paper  on  a  case  of  fibro- 
sarcoma of  the  ovary.     See  page  240,  ante. 


Friday,   February  7,   1913. 

The  President  in  the  Chair. 

Tivo   Cases   of  Rupture   of  the    Uterus. 
Dr.  Madill  said  his  first  case  was  a  patient,  5-para,  aged 
thirty-four,  who  was  sent  into  hospital  in  a  collapsed  state 
on  the  18th  of  October,  1912.     She  gave  a  history  of  having 
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fallen  into  labour  nine  hours  previously.  Her  pains  in- 
creased in  strength  for  about  seven  hours,  when  she  got  a 
very  severe  pain,  after  which  all  pains  ceased.  She  was 
shortly  after  sent  into  hospital,  and  on  examination  the 
foetus  could  be  easily  palpated  in  the  abdominal  cavity.  On 
opening  the  abdomen  the  foetus  was  found  to  have  left  the 
uterus — all  except  the  head — through  a  large  rent  extending 
from  a  third  way  up  the  uterus  on  the  left  downwards  and 
outwards  along  the  base  of  the  left  broad  ligament.  The 
placenta  was  loose  in  the  uterus,  and  there  was  a  good  deal 
of  intraperitoneal  haemorrhage.  Supravaginal  hysterectomy 
was  done  and  the  patient  recovered. 

The  second  case  was  that  of  a  patient  aged  thirty-two,  and 
a  6-para.  Previous  labours  nomjal.  Her  history  was  that 
she  had  been  having  pains  of!  and  on  for  a  fortnight,  at  the 
end  of  which  time  the  doctor  tried  to  apply  forceps  three 
times  but  failed.  She  was  then  sent  into  hospital  in  a  mori- 
bund state.  Palpation  showed  the  case  to  be  one  of  ruptured 
uterus  with  the  ftetus  free  in  the  peritoneal  cavit3^  The  ex- 
tremely collapsed  condition  of  the  patient  prevented  imme- 
diate operation;  but  after  administering  stimulants,  &c.,  for 
four  hours  a  pulse  was  faintly  perceptible  at  the  wrist,  and 
it  was  decided  to  operate,  though  the  case  was  well  nigh 
hopeless.  When  the  abdomen  was  opened  both  foetus  and 
placenta  were  found  to  have  left  the  uterus,  and  an  enormous 
rent  was  discovered  on  the  right  side  of  the  uterus  extending 
down  and  half-way  across  the  cervix  in  front  and  behind. 
There  was  a  great  deal  of  intra-  and  sub-peritoneal  haemor- 
rhage. The  bladder  was  badly  torn.  Hysterectomy  was 
done  as  rapidly  as  possible,  but.  the  patient  succumbed  just 
as  the  operation  was  concluded. 

In  Case  II.  the  cause  of  obstmiction  was  hj'drocephalus, 
the  baby  in  addition  weighing  9i  lbs.  In  Case  I.  the  patient 
had  a  very  pendulous  abdomen,  and  obstruction  was  pro- 
bably due  to  the  misdirection  of  the  uterine  contractions 
against  the  promontory  instead  of  through  the  brim.  This 
view  is  supported  by  the  fact  that  the  foetus  showed 
evidences  of  an  anterior  parietal  presentation. 

Dr.  Jellett  said  that  a  point  of  interest  in  connection 
with  Dr.   Madill's  first  case  was  that  he   had   successfullv 
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operated  on  a  patient  although  the  child  had  passed  from 
the  uterus  into  the  peritoneal  cavity.  It  had  been  stated 
by  a  well-known  obstetrician  that  he  had  never  seen  a  case 
of  uterine  rupture  such  as  this  where  the  patient  was  saved. 

Dr.  Sheill  said  that  he  had  sent  in  one  of  the  patients 
referred  to,  and  that  it  was  his  intention  later  on  to  bring 
fonvard  some  notes  of  the  case  in  a  short  paper,  together 
with  another  somewhat  similar  case,  which  he  hoped  would 
be  of  intei'est. 

Dr.  Solomons  said  that  in  these  cases  it  was  extremely 
difficult  for  those  who  had  not  seen  the  patients  to  form  any 
opinion  as  to  the  treatment.  He  particularly  referred  to 
one  to  which  he  had  been  called  in  the  Extern  Maternity 
Department  of  the  Eotunda  Hospital.  In  this,  rupture  of 
the  uterus  had  resulted  from  a  neglected  brow  presentation, 
and  the  body  of  the  child  was  in  the  abdominal  cavity.  The 
child  was  delivered  by  forceps,  the  placenta  manually  re- 
moved, and  the  rent  in  the  uterus  plugged  with  iodoform 
gauze.     The  patient  got  quite  well. 

Dr.  Purefoy  said  he  was  fortunate  in  having  seen  and 
assisted  with  these  two  patients.  He  thought  that  if  there 
was  one  thing  certain  about  the  treatment  of  rupture  of  the 
uterus  it  was  that  no  hard  and  fast  rule  can  be  laid  down 
except  the  general  principle  acted  upon  in  these  two  in- 
stances. Sometimes  it  is  probably  shorter  and  involves  less 
shock  to  remove  the  uterus  than  to  engage  in  the  longer 
procedure  of  repairing  the  rents  in  it.  He  considered  it 
proper  that  all  these  cases  should  be  brought  forward,  as 
most  handbooks  are  quite  calculated  to  lead  younger 
members  of  the  profession  to  believe  that  warning  symptoms 
precede  the  catastrophe.  It  is  well  to  be  reminded  that 
rupture  occurs  sometimes  without  any  of  the  usual  signs, 
even  in  women  who  have  gone  through  previous  labours 
without  any  particular  risks. 

Wc<rthcim  's  Hys^tcrcctomy. 
Dr.  E.  H.  Tweedy,  in  exhibiting  a  specimen,  said  it  was  a 
case  of  cancer  of  the  uterus  which  was  remarkable  in  many 
ways.  It  occurred  in  a  patient  aged  thirty-eight.  When  she 
first  consulted   him   she   stated  that  she  fainted  the   night 
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before  from  haemorrhage.  She  attributed  the  hjBmorrhage  to 
being  a  "  bleeder,"  but  he  pointed  out  to  her  that  although 
haemophilia  may  be  transmitted  by  the  female  the  disease 
was  one  from  which  the  male  only  suffered.  The  patient 
was  plugged  and  brought  into  hospital.  She,  however,  con- 
tinued to  bleed  freely.  On  examination  he  found  the  entire 
lip  of  the  cervix  malignant.  She  was  curetted,  but  very  little 
came  away.  There  was  no  pain  nor  history  of  discharge. 
She  had  been  using  Condy's  Fluid.  The  uterus  was  mobile, 
and  ulceration  had  not  taken  place.  There  was  no  cachexia. 
Hysterectomy  was  performed,  and  on  opening  the  uterus  a 
small  myoma  was  found  with  a  blood  clot  round  it  which 
was  the  cause  of  the  bleeding.  But  for  this  myoma  the 
patient  would  not  have  come  i*p  with  the  cancer.  Just 
before  closing  the  abdomen  a  mass  of  very  adherent  glands 
was  found.  He  pointed  out  the  case  was  one  such  as  might 
have  been  put  down  as  a  very  early  case,  yet  at  operation 
glands  were  discovered  far  away  from  the  original  growth. 

Dr.  Purefoy  said  the  Section  was  indebted  to  Dr. 
Tweedy  for  his  very  interesting  case.  The  association  of 
malignant  disease  with  uterine  fibroids  was  a  matter  of  in- 
terest. He  did  not  know  if  statistics  showed  that  the  uterus 
which  was  the  seat  of  a  fibroid  is  more  likely  to  become  the 
seat  of  malignant  disease.  It  has  long  been  believed  that 
malignant  disease  affecting  the  cervix  uteri  becomes  a 
danger  to  life  early  in  the  progress  of  the  case,  and  the 
implication  of  distant  glands  iu  this  patient  coufirms  that  view. 

The    Surgical    Trentmrnt    of    Pelvic    Thrombosis    of    Septic 
f  Origin. 

Dr.  Jellett  read  a  paper  on  the  above  subject.  See  page 
248,  ante. 
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Friday,  March  7,  1913. 

Dr.    Henry   Jellett   in   the   Chair. 

An  Instrument   designed  to  minimise   the   Eish-s   of  Septic 
Infection   during    certain    Gynaecological    Operations. 

Dr.    Spencer   Sheill  exhibited   an   instrument  designed   as 
above,  and  explained  its  working. 
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Tivo   Cases  of  Genital  Tuberculosis— (a)   of  Tubes,    Uterus 

and  Rectum;  (b)  of  Tubes,  with  Carcinoma  of  Ovary. 
Dr.  H.  Jellett  exhibited  specimens  taken  from  two  cases 
of  genital  tuberculosis.  The  first  involved  the  tubes,  uterus 
and  rectum.  The  patient  was  an  8-para,  aged  fifty-eight. 
She  complained  of  haemorrhage  for  five  months,  with  pains 
in  the  lower  abdomen,  as  a  rule,  before  the  haemorrhage 
started.  She  was  passing  faecal  matter  through  the  vagina, 
and  it  was,  therefore,  perfectly  obvious  that  there  was  a 
fistulous  communication  between  the  rectum  and  the  uterus. 
The  disease  was  first  thought  to  be  malignant,  but  an  ex- 
amination of  uterine  scrapings  showed  it  to  be  tubercular. 
On  opening  the  abdomen  the  uterus  was  found  to  be  studded 
with  tubercle,  and  was  adherent  to  the  posterior  pelvic  wall. 
There  was  a  tumour  the  size  of  a  hen  egg  in  relation  to  the 
rectal  wall,  and  adjacent  to  the  uterus.  The  rectum  was 
resected  without  separating  it  from  the  iiterus,  which  was 
removed  at  the  same  time.  The  reason  for  resecting  the 
rectum  was  that  it  appeared  to  be  involved  in  the  tumour. 
On  examination  of  the  lattei-,  however,  it  proved  to  be  a  mass 
of  fat  and  of  tubercular  growth  in  the  mesentery  of  the 
rectum.  The  lumen  of  the  rectum  was  considerably  re- 
duced. The  cavity  inside  the  uterus  contained  some 
breaking-down  tubercular  material.  An  end-to-end  anastom- 
osis of  the  rectum  was  done,  and  held  for  eleven  days, 
and  then  began  to  leak.  He  mentioned  that  no  other  course 
could  have  been  adopted  at  the  time  of  the  operation,  as 
everything  then  suggested  that  one  would  find  a  broken- 
down  mass  involving  the  rectum  wall. 

In  the  second  specimen  there  was  tubercular  disease  of 
the  tubes  associated  with  carcinoma  of  the  ovaries.  The 
patient,  whose  age  was  thirty-two,  was  admitted  to  hos- 
pital complaining  of  sterility  and  of  pain  in  the  back.  The 
first  thing  to  which  the  patient  drew  attention  was  a 
swelling  along  the  left  side  of  the  lumbar  spine.  In  con- 
sequence of  this  the  consulting  surgeon  saw  her,  and  a 
tubercular  abscess  of  the  spine  was  diagnosticated.  In 
addition,  an  examination  made  under  an  anaesthetic  showed 
that  the  uterus  was  retroverted  and  adherent,  and  there  was 
a  mass    in  Douglas's    pouch,    in    which    it    was    embedded. 
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There  were  also  numerous  nodules  and  chains  of  enlarged 
glands  to  be  felt  in  the  abdomen.  As  there  was  evidence 
of  primary  pelvic  disease,  the  abdomen  was  opened  and  the 
appendix  removed.  There  were  numerous  nodules  studded 
over  the  mesentery  and  intestines.  On  examining  the 
nodules  more  carefully  it  was  found  that  at  the  ileo-caecal 
valve  there  was  almost  complete  obstruction.  An  anastom- 
osis between  the  ileum  and  rectum  resulted  very  satisfac- 
torily. The  condition  at  the  time  of  operation  was  very  bad, 
but  up  to  the  present  the  patient  is  no  worse  than  when  she 
came   into   hospital. 

A  point  of  interest  in  the  case  was  that  on  cutting  into 
the  ovaries  it  was  found  that,  while  the  tubes  were  tuber- 
cular, the  ovaries  were  carcinomatous. 

He  invited  the  opinion  of  members  of  the  Section  as  to 
whether  tubercular  disease  of  the  tubes  is  commonly 
accompanied  by  tubercular  disease  of  the  uterus,  and  got 
well  after  removal  of  the  tubes.  Some  authors  stated  that 
this  was  usual,  but  he  had  previously  never  found  tuber- 
cular disease  of  the  uterus  that  did  not  eventually  lead  to 
serious  complications. 

Dr.  Hastings  Tweedy  asked  at  what  distance  from  the 
actual  opening  the  anastomosis  was  effected.  In  his  experi- 
ence a  low  end-to-end  anastomosis  of  the  rectum  was-  a  very 
difficult  operation,  and  nearly  always  ended  in  fistula.  With 
regard  to  the  question  as  to  tubal  and  uterine  tuberculosis,  he 
could  only  say  that  whether  the  uterus  was  or  was  not  in- 
volved he  had  known  patients  to  get  well  after  resection  of 
the  tubes.  He  instanced  the  case  of  a  lady  of  good  position 
who,  after  being  six  weeks  married,  was  found  to  be  suffering 
from  very  extensive  tubercular  disease  of  the  tubes,  and  to 
be  exuding  a  thick,  caseous  material  from  the  cervix,  but 
whether  the  substance  came  from  the  tubes  or  the  uterus  he 
did  not  know.  He  removed  the  diseased  tubes,  and  left  the 
uterus  and  a  small  portion  of  the  ovary,  and  for  the  last  four 
years  she  has  been  in  perfect  health,  and  in  no  way  suffered 
from  tubercular  disease.  He  stated  that  tubercular  disease 
of  the  tubes  was  frequently  seen,  but  that  disease  of  the 
uterus  was  rarely  met  with. 

Dr.   Sheill  said  that  he   had  seen  a  pretty  considerable 
i       T.  2  c 
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number  of  cases  of  disease  of  the  tubes  of  tubercular  origin, 
but  he  had  seen  only  one  case  of  definite  tubercular  disease  • 
of  the  uterus. 

Dr.  Jellett,  replying  to  the  remarks,  said  the  excision 
of  the  rectum  was  fairly  low — i.e.,  about  four  inches  above 
the  anus.  He  found  no  great  difficulty  about  the  end-to-end 
anastomosis,  and  it  was  quite  satisfactory  for  eleven  days, 
when  it  broke  down.  Personally,  he  would  have  considered 
the  anastomosis  in  the  second  case  between  the  ileum  and 
the  rectum  more  likely  to  break  down,  but  it  did  not 
do  so.  He  thought  that  Dr.  Tweedy 's  case  did  not  throw 
any  further  light  on  the  point  raised,  as  it  was  not  definitely 
known  whether  there  was  tuberculosis  of  the  uterus  in  it 
or  not.  He  suggested,  with  a  view  to  throwing  further  light 
on  this  important  subject,  that  all  operators  should  examine 
scrapings  from  the  uterus  in  all  cases  of  tubercular  salpinx. 

Clinical  Notes  of  Two  Instructive  Cases  of  Uten-ine  Rupture. 
Dr.    Sheill  read   notes   on   these   cases.      See  page   272, 
ante. 

Gonorrha-al   Vaginitis  treated  by   Vaccine. 
Dr.   Gibbon  FitzGibbox  read  a  paper  on  the  above  sub- 
ject.    See  page  281,  ante. 


Friday,  April  18,  1913. 

Dr.  E.  D.  Purefoy,  P.E.C.S.L,  in  the  Chair. 

Congenital  Cystic  Tumour  (illustrated  by  photograph). 
Dr.  Spencer  Sheill  exhibited  a  photograph  demonstrating 
this  condition  in  an  infant.  The  tumour  was  present  at 
birth,  and  gradually  increased  in  size  during  the  first  few 
days,  after  which  it  remained  stationary  until  operation.  It 
was  situated  in  the  mammary  line  on  the  right  side,  and 
seemed  to  cause  the  child  inconvenience  when  the  binder 
was  tightened  round  him.  He  allowed  the  tumour  to  remain 
for  two  months,  and  then,  as  there  were  no  signs  of  sub- 
sidence, he  evacuated  it  with  trocar  and  canula,  withdraw- 
ing one  ounce  of  serous  fluid.     It,  however,  again  filled  up, 
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and  he  hoped  to  open  the  tumour  next  week  and  treat  it  as 
an  open  wound. 

Clinical  Report  of  the  Rotunda  Hospital. 

Dr.  Jellett  read  the  CHnical  Report  of  the  Rotunda 
Hospital  for  one  year  ending  October  31st,  1912.  See  page 
292,  ante. 


Friday,  May  23,  1913. 
The  President  in  the  Chair. 

Some    Sequela'   of   Labour. 

Dr.   Bethel  Solomons  read  a  paper  on  the  above.     See 
page  363,  ante. 

Breast  Feeding  of  Infants. 

Dr.  Ella  Webb  read  a  paper  on  this  subject.     See  paere 
376,  ante. 
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SECTION     OF     PATHOLOGY. 


A  CASE  OF  CONGENITAL  TUMOUKS  OF  THE 
GUM. 

By  WILLIAM  PEAKSON,  M.D.  F.R.C.S.I.  ; 

Assistant  Surgeon,  Adelaide  Hospital. 
[Read  in  the  Section  of  Pathology,  February  14,  1913.] 

There  is  probably  no  more  fruitful  source  of  interesting 
tumours  to  the  pathologist  and  surgeon  than  the  buccal 
cavity  ;  and  this  may  be  accounted  for  by  the  complicated 
developmental  conditions  obtaining  in  this  region  in  the 
embryo.  Thus,  in  addition  to  the  more  usual  types  of 
tumours  of  connective  tissue  and  epithelial  origin,  we  meet 
with  odontomata,  dermoids,  and  teratomata.  A  brief  con- 
sideration of  these  is  necessary  before  reviewing  this  case. 
Odontomata  are  tumours  arising  from  one  or  more  of  the 
developmental  components  of  a  tooth  ;  usually,  the  enamel 
organ,  the  dental  papilla,  and  the  tooth  sac.  Accordingly, 
several  varieties  are  met  with. 
m  Dermoids  are  defined  by  Bland  Sutton  ("Keen's  Sur- 
gery," Vol.  I.,  p.  8'2-2)  as  tumours  furnished  with  skin 
occurring  in  situations  where  this  structure  is  not  found 
under  normal  conditions.  Of  these  there  are  also  severail 
classes.  Of  those  which  occur  in  this  region  Bland  Sutton 
writes  (ibid.,  p.  8'21)  : — "Dermoids  of  the  palate  and 
naso-pharynx  usually  take  the  form  of  pedunculated  skin- 
covered  tumours.  The  central  part  of  the  tumour  consists 
of  a  solid  core  of  connective  tissue,  hvaline  cartilage,  and  a 
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variable  amount  of  striped  muscle-tissue.  The  skin  is 
usually  beset  with  hair.  A  dermoid  of  this  kind  is  always 
congenital,  rarely  large,  and  in  many  cases  it  is  difficullt 
to  decide  whether  the  tumour  grows  from  the  palate  or 
from  the  base  of  the  skull  and  projects  through  the  gap  into 
the  bony  palate.  Sometimes  the  attachment  is  so  slender 
that  the  dermoid  undergoes  spontaneous  detachment." 

"  .1  teratoma  is  an  irregular  conglomerate  mass  contain- 
ing the  tissues  and  fragments  of  viscera  belonging  to  a 
suppressed  foetus  attached  to  an  otherwise  normal  indi- 
vidual "  (Bland  Sutton).  Accordingly,  in  this  class  should 
be  included  cases  of  parasitic  foetuses,  supernumerary 
limbs,  acardiac  foetuses,  congenital  sacro-coccygeal 
tumours,  and  congenital  tumours  arising  from  the  basis 
cranii. 

Bland  Sutton  points  out  {ibid.)  that  though  it  might 
appear  that  the  distinctive  features  of  a  dermoid  and  a 
teratoma  are  such  as  to  render  confusion  difficult  or  im- 
possible, yet  in  the  cases  occurring  in  the  pharynx  con- 
fusion is  frequent,  and  the  majority  of  so-called  pharyngeal 
dermoids  are  really  teratoid. 

Adams  and  M'Crae  ("  Text-book  of  Pathology,"  lOl'i, 
p.  65),  discussing  dipilogenesis  on  the  "growing-point" 
theory,  and  having  noted  certain  parallelisms  between  the 
plant  and  animal  embryo,  go  on  to  say  : — "  But  there  is 
this  fundamental  difference  to  be  observed.  Whereas  in 
the  plant  the  primary  growing  points  are  active  through 
the  whole  of  existence,  in  the  animal  they  cease  to 
functionate  as  such  when  the  anlagen  of  the  brain  and  of 
the  rest  of  the  nervous  system  have  been  developed." 

"  If  the  superior  and  inferior  growing  points  did  not 
cease  their  activity  we  should  have  the  following  state  of 
affairs  : — The  expansions  of  the  neural  canal  which  form 
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the  ventricles  of  the  brain  would  have  already  formed 
themselves,  and  the  superior  growing  point  which  is 
situated  near  the  site  of  the  pituitary  body  would  blossom 
out  into  a  mass  of  tissue.  This  may  actually  happen. 
Where  is  space  to  be  found  for  it  ?  There  is  none  available, 
and  it  forces  its  way  through  the  roof  of  the  mouth  to  the 
outside  as  a  large  pediculated  mass,  which  is  called 
epignathus.  These  masses  have  at  times  been  found  to 
contain  bone  and  tissues  representative  of  all  three  original 
layers — epi-,  meso-,  and  hypo-blast.  The  fact  of  limbs 
actually  developing  on  such  a  mass  lends  additional  weight 
to  the  supposition  that  this  is  but  a  continuance  of  the 
original  superior  growing  point . ' ' 

"  A  precisely  analogous  case  occurs  at  the  hind  end  of 
the  body.  A  mass  of  tissue  arises  behind  the  rectum,  at 
the  extremity  of  the  sacrum,  called  congenital  sacrail  tera- 
toma." W^riting  of  Epignathus  and  congenital  sacral  tera- 
tomas in  the  section  on  teratoma  {ibid.,  p.  '2i)8}  they 
say  : — "  Some  wonderfully  complicated  cases  are  foumi 
under  this  class,  such  as  where  there  is  inserted  "into  the 
roof  of  the  mouth  of  one  foetus  the  umbilical  cord  of  the 
second,  more  or  less  well  developed,  or  wiiere  definitely- 
formed  organs,  lower  limbs,  or  sexual  organs  project  from 
the  mouth  ;  less  curious  are  those  where  projects  a  mere 
mass  of  flesh  in  which  can  be  distinguished  tissues  of  the 
various  kinds  that  are  ordinarily  derived  from  all  three 
layers  of  the  embryo — the  most  connnon  form  of  epigna- 
thus. Sometimes  there  is  merely  a  tumour  of  the  roof  of 
the  mouth,  in  which  the  tissues  are  simpler,  and  do  not 
represent  all  three  of  the  primitive  layers.  This  last  may 
have  arisen  not  from  totipotential  cells  separated  at  an 
early  period,  but  from  multipotential  cells  separated  at  a 
later  period."     They  also   describe   (ibid.,   p.    437)   epig- 
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nathus  as  a  teratomatoiis  growth  "  which  has  its  attach- 
ment at  the  base  of  the  skull  and  projects  into  the  mouth." 

Bland  Sutton  ("  Keen's  Surgery,"  Vol.  I.,  p.  821)  terms 
these  growths  hasicranial  teratomata.  He  says  : — "  When 
partial  dichotomy  attacks  the  head  the  median  parts  of  the 
duplicated  face  are  so  conjoined  and  malformed  that  they 
project  into  the  pharynx  or  are  attached  to  its  roof  by  a 
pedicle." 

The  case  I  wish  to  record  is  that  of  a  male  infant, 
born  on  October  1st,  1912.  The  mother  was  a  strong, 
healthy,  well-developed  primipara,  aged  thirty  years.  The 
course  of  pregnancy  was  quite  uneventful,  and  labour 
occurred  at  full  term.  The  presentation  was  a  first  vertex, 
the  child  was  delivered  without  difficulty  after  fourteen 
and  a  half  hours'  labour,  and  weighed  lOf  (bs.  Projecting 
from  the  mouth  was  a  large  fleshy-looking  mass  which 
gave  the  child  a  most  unsightly  appearance,  and  prevented 
him  taking  any  nourishment.  The  nurse  who  attended 
the  case  feared  the  child  would  choke,  and  asked  Dr. 
Bethel  Solomons  to  see  it,  when  he  kindly  referred  it  to 
me,  and  it  was  admitted  to  the  Adelaide  Hospital  that 
afternoon. 

On  examination,  projecting  from  the  mouth  were  two 
smoothly-rounded,  ovoid  tumours.  The  larger  lay 
on  the  right  side,  and  was  the  size  of  a  hen's  egg; 
the  smaller  was  the  size  of  a  large  strawberry.  They 
were  of  a  bright  pink  colour,  like  mucous  membrane,  but 
the  larger  of  the  two  was  congested  and  becoming  almost 
black  in  parts.  The  nurse  stated  they  had  appreciably 
increased  in  size  since  birth.  They  felt  firm  and  solid  in 
consistence,  like  uterine  fibroids.  The  finger  could  be 
readily  inserted  beneath  them  into  the  mouth,  when  it 
was  found  that  they  were  attached  by  very  short,  slender 
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pedicles  to  the  free  border  of  the  gum  of  the  upper  jaw, 
sHghtly  to  the  left  of  the  middle  line,  apparently  in  the 
region  of  the  line  of  fusion  between  the  premaxilla  and 
the  main  portion  of  the  palate.  On  the  pedicles  a  few 
large,  thin-walled  dilated  veins  were  seen. 

As  it  was  evident  that  their  removal  was  urgently 
needed,  each  pedicle  was  transfixed  and  ligatured  with 
tine  silk  dose  down  to  the  gum,  and  the  tumours  cut 
away.  It  was  then  seen  that  at  the  outer  side  of  the 
pedicle  of  the  smaller  growth  two  other  small,  roimded 
tumours,  like  little  berries,  were  sprouting  from  the  gum. 
These  were  also  removed. 

On  the  buccal  surface  of  the  upper  lip  a  slight  amount 
of  venous  nsevoid  tissue  was  present.  The  child  presented 
no  other  developmental  anomaly.  There  was  no  hare-lip 
or  cleft  palate.  Progress  was  uneventful.  In  a  few  days 
the  stumps  of  the  pedicles  sloughed  away,  and  the  child 
left  hospital.  I  saw  him  two  days  ago  (February  l-2th'), 
and  from  inspection  it  would  be  impossible  to  say  that 
there  had  ever  been  any  abnormality  of  the  mouth.  The 
mucous  membrane  a])peared  quite  smooth  all  round  the 
gum,  so  that  one  could  not  tell  from  which  side  the 
tumours  had  originally  sprung. 

I  examined  the  nose  and  pjiarynx,  both  of  which  were 
normal  in  every  way,  so  that,  so  far  as  can  be  determined, 
there  is  no  evidence  of  the  tumours  having  had  any  con- 
nection with  the  basis  cranii. 

It  appears  somewhat  difficult  to  decide  to  which 
category — dermoid  or  teratoid — this  case  belongs.  The 
tumours  in  several  respects  correspond  with  Bland 
Sutton's  description  of  dermoids  of  the  palate.  Thus, 
their  attachment  to  the  palate  by  pedicles,  the  stratified 
epithelial  covering,  the  solid  consistence,  and  the  presence 
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of  striped  muscle  in  them.  The  epithelial  covering,  how- 
ever, can  hardly  be  regarded  as  skin,  as  there  was  com- 
plete absence  of  hair,  and  it  resembled  normal  buccal 
mucosa  macroscopically.  If  these  be  dermoids  I  suppose 
we  must  explain  them  as  the  result  of  inclusion  of  epi- 
blast  in  the  line  of  fusion  between  the  premaxilla  and 
the  palatal  plate  of  the  left  maxillary  process.  Their 
attachments  would  seem  to  suggest  this. 

I  think  it  more  probable,  however,  that  they  are  really 
exampdes  of  basicranial  teratomata.  They  may  certainly 
be  described  as  cpignathus ;  but  this  term  has  no  patho- 
logical significance  more  than  the  word  epulis.  Indeed, 
the  hteral  meanings  of  both  are  very  similar. 

The  precise  modes  and  points  of  attachment  of  these 
teratomata  are  not  described  by  the  authors  I  have  con- 
sulted, though  it  would  appear  that  they  are  usually 
attached  to  the  base  of  the  skull  in  the  region  of  the 
pituitary  fossa. 

I  have  been  unable  to  determine  whether  their  cranial 
attachment  is  invariable,  or  whether  this  may  in  some 
cases  disappear,  so  that  they  then  appear  to  spring  from 
the  palate.  If  this  can  occur  it  would  oiler  a  satisfactory 
explanation  of  the  case,  if  we  suppose  that  the  tumour 
projected  downwards  at  an  early  stage  in  the  embryo 
before  the  development  of  the  palate  was  complete  ;  and 
as  this  progressed  and  fusion  of  its  elements  occurred  the 
cranial  attachment  disappeared,  being  gradually  crushed 
out  of  existence  between  the  premaxilla  and  palatal 
process. 

There  seems  another  possible  explanation.  If  we  may 
suppose  that  the  process  of  partial  dichotomy  occurred  in 
this  case  on  the  mesial  nasal  process,  from  which  the 
prcmaxMla   is   formed,   we   may   have   a    satisfactory    ex- 
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planation  of  the  points  of  attachments  of  these  tumours, 
while  still  regarding  the  mass  teratoid  rather  than  dermoid 
in  nature. 

The  multiplicity  of  the  tumours  is  another  point  worthy 
of  note.  Are  they  multiple  dermoids,  or  may  we  regard 
them  as  evidence  that  the  process  of  dichotomy  was 
rejieated  more  than  once?  Are  the  two  smaller  growths 
to  be  looked  on  as  having  started  life  with  equal  chances 
with  the  larger  ones,  but  suffering  subsequent  starvation, 
or  are  they  "daughter  tumours'" — veritable  parasites  of 
parasites  ? 

I  am  much  indebted  to  Dr.  Harvey  and  Professor 
0' Sullivan  for  making  sections  of  the  growths,  and  to 
Professor  0' Sullivan  for  kindly  consenting  to  describe  its 
histology. 

In  demonstrating  the  microphotographs  of  the  sections, 
Professor  0' Sullivan  pointed  out  that  the  growth  was 
covered  with  compound  squamous  epithelium,  without  any 
horny  layer,  and  without  papillae,  but  otherwise  normal. 
On  the  deeper  parts  the  most  striking  feature  was  the  ap- 
pearance of  a  tissue  suggestive  of  voluntary  muscle,  but 
without  striation  as  far  as  he  could  see,  and  with  nuclei 
contained  within  the  fibres.  These  fibres  were  embedded 
in  a  tissue  of  the  character  of  which  he  could  not  be  certain. 
He  thought  it  had  originally ,  been  largely  of  one  type — 
namely,  muscle — but  the  fibres  had  atrophied.  The  tissue 
otherwise  looked  like  oedematous  connective  tissue. 

Professor  McWeeney  said  that  the  impression  made  on 
his  mind  on  seeing  the  photographs  and  looking  at  the  pre- 
parations did  not  correspond  with  his  idea  of  either  dermoid 
or  teratomata.  He  looked  on  a  teratoma  as  a  tumour  of  con- 
nective and  epithelial  tissues  mixed  up  in  the  wildest  con- 
fusion, and  his  conception  of  a  dermoid  was  something  in 
which  skin  elements  were  mixed  up  and  predominated.  This 
tumour  did  not  seem  to  him  to  correspond  with  either  con- 
ception.    It  was  covered  with  epithelium,  underneath  which 


I 


412  Congenital   Tuinoiirs  of  the    Gum. 

was  amass  of  tissue  composed  of  cells  which  were  much  the 
same  as  were  to  be  seen  in  rhabdomyoma,  and  in  addition  to 
this  it  had  an  element  in  it  which  he  did  not  remember  being 
referred  to — I.e.,  very  dilated  spaces  which  were  lined  with 
endothelium,  and  which  appeared  to  him  to  be  dilated  lym- 
phatics. This  would  appear  to  him  to  bring  the  condition 
into  the  class  of  lymphangeiomyoma.  He  suggested  that  it 
might  have  occurred  by  the  accidental  misplacement  of  a 
portion  of  the  jaw  muscles  on  the  analogy  of  the  mixed 
tumour  of  the  parotid. 

Professor  Scott  said  he  remembered  seeing  a  slide  made 
by  Dr.  Harvey  which  showed  striation  in  the  muscle 
fibres  very  clearly.  The  section  was  different  from  the 
sections  now  shown,  and  it  then  struck  him  that  there 
was  an  astonishing  resemblance  to  cardiac  muscles.  This 
was  not  surprising  seeing  that  cardiac  muscle  stood  mid- 
way between  the  imperfectly  differentiated  smooth  and 
the  perfectly  developed  striated  types.  He  pointed  out  that 
the  differences  between  sarcomata  beginning  in  very  early 
life  and  the  same  tumours  developing  after  years  of  latent 
potentiality  were  very  slight.  The  possible  sarcomatous 
tendency  of  this  tumour  was  one  not  to  be  lost  sight  of.  He 
considered  that  there  was  a  strong  affinity  between  mixed 
tumours  such  as  those  of  the  parotid  and  sarcomata. 

Mr.  Pearson,  in  replying  to  the  remarks,  said  that  his 
first  impression  was  that  the  tumour  was  of  the  nature  of 
rhabdomyosarcoma,  but  that  clinically  it  did  not  suggest 
a  sarcoma.  He  did  not  venture  a  strong  view  as  to  the  type 
of  the  tumour,  but  he  was  inclined  to  regard  it  as  teratoid. 
Complexity  of  tissue  he  did  not  consider  an  essential  feature 
in  teratoma  at  all.  He  suggested  that  it  depended  on  the 
time  it  started  in  embryonic  life.  If  it  occurred  at  a  late 
stage  there  would  be  less  complexity  than  if  it  occurred 
earlier.  Except  for  the  fact  that  there  was  no  skin  or  hair, 
the  condition  corresponded  with  the  description  given  by 
Sutton  of  teratoma.  The  large  spaces  he  looked  on  as 
dilated  spaces  caused  by  obstruction  of  the  venous  return 
through  the  narrow  pedicle.  The  rapid  increase  in  the  size 
of  the  tumour  and  its  livid  colour  supported  this  explana- 
tion. He  did  not  really  know  what  the  exact  nature  of  the 
tumour  was,  and  he  considered  it  a  matter  still  unsettled. 
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A  CASE   OF  GUMMA  OF  THE  HEAKT. 

By  EDMUND  J.  McWEENEY,  M.D.,  F.K.C.P.I.  ; 

Professor  of  Pathology,  University  College,  Dublin. 

[Read  in  the  Section  of  Pathology,  February  14th,  1913.] 

The  case  from  which  this  specimen  was  taken  was  that 
of  a  maile,  A.  D.,  aged  thirty-six,  pkimber,  who  died 
quite  suddenly  in  April  last.  A:-^  he  was  not  under  medical 
observation,  there  is  no  clinical  history.  I  owe  the 
specimen  to  the  kindness  of  the  City  Coroner,  Mr.  L.  A. 
Byrne,  and  of  Dr.  M.  Manghan,  who  performed  the 
autopsy.  At  the  inquest  it  was  deposed  that  deceased 
had  complained  of  headache  on  several  occasions  before 
his  death,  but  was  able  to  attend  to  his  business.  On  the 
day  of  his  death  he  went  to  his  work  as  usual,  but  re- 
turned to  his  lodging  in  the  early  afternoon,  stating  that 
he  had  "  finished  his  job."  He  sat  down  on  his  bed  and 
lit  his  pipe.  Shortly  afterwards  he  called  out  and  lay 
down  on  the  bed.  He  could  not  be  aroused,  and  life  was 
pronounced  to  be  extinct  by  the  doctor  who  was  at  once 
called  in.  The  man  was  a  w'idower,  and  no  information 
is  available  as  to  whether  he  had  had  any  children.  The 
notes  of  the  autopsy  contain  nothing  of  importance  save 
the  condition  of  the  heart. 

The  heart  is  of  average  size,  and  shows  pronounced 
fatty  infiltration  of  its  anterior  surface.  There  is  no 
valvular  lesion,  and  but  little  atheroma  of  the  aorta.  The 
wall  of  the  left  ventricle  and  the  septum  are  extensively 
infiltrated  with  a  whitish  new  growth  of  firm,  fleshy  con- 
sistence.    The  infiltration  is  most  marked  at  the  base, 
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and  extends  about  two-thirds  of  the  way  towards  the 
apex.  The  lower  part  "tails"  off  into  discrete  w^hite 
nodules  about  the  size  of  a  pea.  These  have  a  pro- 
nouncedly sarcomatous  aspect.  In  the  middle  of  each, 
however,  is  seen  a  small,  reddish  spot  or  area  which  is 
suggestive  of  an  obliterated  blood-vessel,  or,  perhaps,  of 
an  area  of  hemorrhagic  necrosis. 

At  the  base  the  waO  of  the  left  ventricle  measures  as 
much  as  an  inch  (2.5  cm.)  in  thickness,  and  is  almost 
entirely  composed  of  neoplastic  material,  the  musale 
fibres  being  to  a  large  extent  replaced  by  it.  The  septum 
is  also  infiltrated  to  a  remarkable  degree,  measuring 
four-fifths  of  an  inch  (2  cm.)  in  thickness,  about  an  inch 
below  the  aortic  valve.  In  this  situation  the  growth  pre- 
sents with  remarkable  distinctness  the  appearance  of 
being  composed  of  a  number  of  discrete  nodules,  each  of 
which  has  a  reddish  area  at  its  centre. 

A  neoplastic  mass  consisting  of  two  of  these  nodules, 
and  as  big  as  a  hazel  nut  kernel,  f ungated  through  the 
septum  and  projected  into  the  right  ventricle  at  point  of 
attachment  of  one  of  the  ligaments  of  the  tricuspid  valve. 

The  question  naturally  presents  itself  as  to  whether 
this  new  growth  was  so  situated  as  to  interfere  with  the 
conducting  system  of  the  heart.  There  can  be  no  doubt 
that  such  was  the  case.  It  extended  up  the  septum  to  the 
pars  membranacea,  and  attachment  of  the  aortic  and 
mitral  cusps,  and  must  necessarily  have  interfered  with 
the  bundle  of  His.  Higher  up,  however,  the  region  of 
the  sino-auricular  node  was  free.  The  auricles  had,  in 
fact,  escaped  infiltration. 

On  microscopic  examination  the  new  growth  proved  to 
be  of  syphilitic  origin. 

For  two  reasons  I  consider  it  desirable  to  give  a  some- 
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what  minute  description  of  the  microscopic  appear- 
ances. First,  because  of  the  comparative  rarity  of  gumma 
of  the  heart — this  is  the  only  specimen  I  have  seen  out 
of  several  hundreds  of  autopsies  which  I  have  performed  ; 
and  secondly,  because  in  this  case  the  neoplastic  or  for- 
mative element  distinctly  predominates  over  the  necrotic 
or  degenerative,  and  we  are  thus  enabled  to  obtain  an 
insight  into  the  earlier  stages  of  gumma-formation.  Now, 
the  earlier  proliferative  stages  of  a  gumma  are  rela- 
tively unfamiliar  to  us,  as  comparer! ,  for  example,  with 
those  of  a  tubercle.  Tertiary  syphilitic  lesions  are  rare 
as  compared  with  those  of  tubercle,  and,  moreover, 
cannot,  at  any  rate,  so  far  as  I  am  aware,  have  not,  been 
produced  experimentally,  whereas  nothing  is  easier  than 
to  produce  experimental  tubercle.  These  considerations 
seem  to  justify  a  somewhat  detailed  account  of  the  minute 
structure  of  this  specimen. 

The  new  growth  consisted  mainly  of  mononuclear  cells, 
polynuclear  being  conspicuous  by  their  absence.  The 
following  varieties  of  cells  were  present  : — 

1.  Small  round  cells  with  deeply-staining  nucleus  sur- 
rounded by  a  narrow  fringe  of  protoplasm — lymphocytes. 

2.  Plasma  cells — in  other  words,  rounded  or  more  often 
oval  cells,  with  abundant  protoplasm,  and  a  nucleus  which 
is  often  eccentric  in  position,  and  presents  a  number  of 
very  distinct  chromatin-masses  often  arranged  like  the 
spokes  of  a  wheel. 

3.  Larger  round  cells  with  pale-staining  oval  nucleus — 
the  so-cadled  epithelioid  cells. 

4.  Eosinophiles  of  mononuclear  type. 

5.  Fibroblasts — still  larger  cells  with  oblong,  pale- 
staining  nucleus  and  protoplasm  often  fibrillated  at  the 
]ieriphery.      Many    of    them    possessed    more    than    one 
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nucleus.  These  nuclei  showed  all  stages  of  thinning  out 
till  they  became  merely  rod-shaped — the  nuclei  of  a  con- 
nective tissue  bundle. 

6.  Giant  cells.— These  were  quite  numerous  as  com- 
pared with  those  met  with  in  tubercle  ;  they  were  on  an 
average  smaller.  Their  nuclei  were  fewer,  but  were 
mostly  at  the  periphery,  like  those  of  tubercle.  Their 
protoplasm  seemed  more  basophilic  than  that  of  the 
tubercle  giant  cells,  and  another  point  of  distinction  was, 
that  they  were  not  surrounded  by  definite  epithelioid 
areas,  but  were  scattered  any  how  through  that  part  of 
the  fibroblastic  granulation  tissue  which  abutted  on  the 
area  of  necrosis. 

As  regards  the  representation  of  each  of  these  varieties, 
the  small  mononuclear  or  lymphocyte  was  undoubtedly 
the  commonest.  It  was,  moreover,  the  earliest  to  appear 
if  one  may  judge  by  the  fact  that  the  periphery  of  the 
nodules  when  the  growth  was  extending  among  the  still 
intact  muscle  fibres,  the  first  change  seen  was  the  appear- 
ance of  groups  of  lymphocytes  which  seemed  to  push  the 
muscle  fibres  aside  and  press  upon  them,  thus  causing 
them  to  grow  thinner,  and  ultimately  to  disappear. 
During  the  process  of  atrophy,  enormous  numbers  of 
plasma  cells  make  their  appearance  apparently  as  a  de- 
velopmental stage  of  the  lymphocytes.  Nowhere  have  I 
seen  such  swarms  of  this  variety  of  cells.  The  plasma 
cells  were  in  some  places  intimateily  mixed  up  with  the 
fibrils  of  the  disintegrating  muscle,  and  seemed  to  be 
active  agents  in  its  distinction — though  not,  so  far  as  I 
could  see,  by  way  of  phagocytosis.  What  their  ultimate 
fate  is  I  cannot  say.  I  did  not  observe  any  intermediate 
stages  between  them  and  fibro-blasts.  Towards  the  area 
of  degeneration  the  plasma  cells  became  loosened,  as  it 
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were,  from  their  surroundings,  swollen  and  vacuolated, 
after  which  they  underwent  fatty  degeneration,  the 
nucleus  became  fragmented  and  the  cells  disintegrated. 

In  other  parts  of  the  granuloma  the  epithelioid  and 
fibroblastic  elements  predominated.  The  giant  cells  were, 
as  I  have  said,  scattered  in  moderate  numbers  through 
these  areas,  and  appeared  to  be  derived  from  rounded  or 
oval  cells  of  epithelioid  type.  One  could  make  out  here 
and  there  bundles  of  oval  nuclei  embedded  in  a  scanty 
protoplasm.  These  seemed  to  be  an  early  stage  in  the 
development  of  the  giant  cells.  Other  cells  were  seen 
with  similar  nuclei,  more  evenly  scattered  through  a  more 
abundant  protoplasm,  whilst  others,  larger  still,  had  theii 
nuclei  at  the  periphery. 

If  these  appearances  were  not  due  to  artefacto— and,  so 
far  as  I  could  judge  by  foWowing  them  through  consecutive 
sections  of  a  paraffin  series  they  were  not  of  that  nature — 
the  development  of  the  giant  cells  in  this  granuloma  would 
appear  to  take  place  in  the  following  satges  :  — 

(1.)  Multiplication  of  the  nucleus  of  a  mononuclear  or 
young  fibro-blastic  cell — a  polyblast. 

(2.)  Swelling  up  or  increase  of  its  cytoplasm. 

(3.)  Assumjition  by  the  nuclei  of  a  peripheral  position 
in  the  now  basophillic  protoplasm. 

With  regard  to  the  method  of  nuclear  multi})lication  I 
can  only  say  that  I  saw  no  indication  of  mitosis,  and  am 
clearly  of  opinion  that  it  must  have  taken  place  by  a 
process  of  direct  division  (amitosis)  somewhat  allied  to 
sprouting.  This  I  consider  to  be  also  the  case  with 
tubercular  and  foreign-body-giant-cells. 

^Yith  regard  to  the  nourishment  of  the  newly-formed 
fibroid  tissue,  one  could  make  out  capiMaries  of  new  for- 
mation running  through  it,  and  composed  of  a  single 
1^       T,  2d 
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layer  of  angioblastic  cells.  As  compared  with  those  of 
ordinary  wound-granulations,  they  were  very  few  and  far 
between.  They  seemed  to  undergo  obliteration  at  an 
early  stage. 

This  leads  me  to  the  description  of  the  changes  under- 
gone by  the  pre-existing  blood-vessels  of  the  cardiac 
tissue.  Many  of  them— both  arteries  and  veins— pre- 
sented in  its  most  typical  form  the  intimal  proliferation  so 
characteristic  of  syphilitic  disease. 

From  the  internal  elastic  lamina  inwards  there  extended 
a  layer  of  newly-formed  fibroblastic  tissue  pushing  in  or 
re]ilacing  the  true  intima,  and  so  filling  up  the  lumen 
completely  or  leaving  only  one  or  more  s!lit-like  channels 
open.  In  many  of  the  minuter  arterioles  the  newly- 
formed  fibroblastic  cells  were  lying  loose  in  the  lumen, 
and  appeared  to  be  derived  from  proliferation  of  the  endo- 
thelium. They  were  often  twisted  together  in  a  curious 
rope-like  way,  and  their  nuolei  were  arranged  cross-wise 
to  the  lumen.  In  the  larger  arterioles,  and  of  about  a 
millimetre  diameter,  newly-formed  capillaries  could  be 
distinctly  seen  penetrating  from  without  into  the  granu- 
lation tissue  with  which  the  lumen  was  filled.  The 
smaller  veins  were  affected  like  the  arteries.  The  new 
growth  was  not  in  all  cases  symmetrically  disposed  round 
the  interior  of  the  vessel,  but  projected  in  an  irregular 
manner  occasionally. 

With  regard  to  the  necrosis,  it  took  the  form  of  patchy 
areas,  which  often  had  for  their  centre  an  obliterated  and 
necrotic  artery.  Traces  of  cellular  structure  and  of  elastic 
tissue  could  be  distinctly  made  out. 

Lastly ,  with  regard  to  the  piasma  of  the  specific  micro- 
organism, to  the  presence  of  which  (or  of  its  products) 
these  extensive  neoplastic  and  degenerative  processes  must 
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be  ascribed,  I  have  had  several  blocks  of  tissue  worked  up 
by  Levaditi's  method,  and  have  examined  sections,  but 
so  far  with  negative  results.  It  is,  I  believe,  generally 
agreed  that  the  spirochsete  is  rare  in  gummata. 

I  may  conclude  by  summing  up  the  reasons  why,  in 
the  absence  of  the  specific  disease-producing  agent,  I  have 
regarded  this  granuloma  as  of  syphilitic  (rather  than,  for 
example,  tubercular)  origin. 

1.  Tubercle  rarely,  if  ever,  produces  large  granulo- 
mata  in  the  heart,  whereas  this  is  often  the  case  with 
syphilis. 

2.  Cells  of  so-called  "epithelioid"  type  are  numerous 
and  prominent  in  tubercle,  whereas  in  this  growth 
they  were  quite  inconspicuous  as  compared  with  lympho- 
cytes and  plasma  celUs,  which  are  well  known  to  be 
characteristic  of  gumma. 

3.  This  growth  consists  to  a  large  extent  of  a  low  type 
of  fibrous  tissue,  which  is  nourished  by  newly-formed 
vessels — this  is  not  the  case  with  tubercle. 

4.  The  alterations  in  the  walls  of  the  pre-existing 
vessels  and  the  peri-arterial  distribution  of  the  new  growth 
are  in  the  highest  degree  characteristic  of  syphilis. 


Dr.  Box  well  said  with  regard  to  the  rarity  of  gumma  of 
the  heart  it  would  be  remembered  by  members  of  the  Sec- 
tion that  he  had  shown  a  specimen  of  the  condition  last 
Session  and  another  in  the  previous  year.  In  both  cases  the 
condition  caused  sudden  death.  The  appearance  of  one  of 
the  specimens  shown  by  him  was  extremely  like  the  one 
now  exhibited,  except  that  the  plasma  cells  were  less 
obvious,  and  the  gumma  suppurated  and  had  become  in- 
fected and  was  discharging  pus  into  the  left  ventricle.  Dr. 
W.  G.  Harvey  had  shown  a  large  solitary  tubercle  of  the 
ventricle  at  the  same  meeting  in  the  case  of  a  child  aged 
twelve  years. 
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Dr.  OTarrell  referred  to  the  relative  numbers  of  tubercula 
giant  cells  and  tubercle  bacilli,  and  suggested  that  the  sam4 
inverse  proportion  might  hold  good  in  the  case  of  syphiliti^ 
giant  cells  and  treponemata.     He  thought  the  basophilic  cyto- 
plasm of  the  syphilitic  giant  cell  vpas  characteristic. 

Professor  McWeeney,  in  replying,  said  that  when  he 
referred  to  the  rarity  of  the  specimen  he  was  only  referring 
to  his  own  experience.  He  understood  that  on  the  other 
side  of  the  Channel  the  condition  was  by  no  means  rare. 
Eeferring  to  Dr.  O'Farrell's  remarks  he  said  that  it  struck 
him  as  extraordinary  that  there  should  be  so  much  struc- 
tural change  in  the  practically  complete  absence  of  syphi- 
litic organisms.  It  might  be  said  that  it  was  the  products 
of  the  organism  that  were  doing  the  mischief,  but  how  could 
its  products  be  there  if  the  organism  was  not  there  itself? 
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By  ROBEET  J.  EOWLETTE,  M.D.  (Univ.  Dubl.); 
F.E.C.P.I.;  Pathologist. 

[Read  in  the  Section  of  Patholoj^y,  May  2nr1,  191."..] 

The  work  of  the  Laboratory  has  continued  to  increase  in 
the  year  under  review.  In  the  twelve  months  ending 
October  31st,  1912,  335  specimens  were  examined,  ex- 
clusive of  418  specimens  of  urine  sent  to  the  Laboratory 
for  special  report.  The  total  number  of  reports  furnished 
was  753,  as  against  393  in  the  previous  year.  The  in- 
creasing use  of  vaccines  in  the  practice  of  the  hospital  has 
further  increased  the  work  of  the  Laboratory.  In  the 
year  under  review,  47  puerj^eral  patients  were  so  treated, 
as  against  30  in  the  previous  year.  A  number  of  patients 
on  the  Gynaecological  side  w^ere  also  treated. 

Autopsies  were  performed  in  the  case  of  sixteen  adult 
patients,  eleven  of  whom  died  in  the  Maternity,  and  five 
in  the  Gynaecological  Wing.     Brief  notes  are  appended. 

Case  1.  (Maternity). — M.  L.,  aged  thirty-seven,  died 
November  13,  1911,  one  montli  after  induction  of  labour  for 
hyperemesis. 

Large  abscesses  in  both  breasts. 

Tlwracic  organs  normal. 

Extensive  thrombosis  of  right  ovarian  vein. 

Abscesses  in  both  kidneys. 

Other  organs  normal. 

Cultures  of  st.  aureus  from  all  abscesses. 

C.\SE  11.  (Maternity). — E.  L.,  aged  forty,  died  November 
27,   1911,  twenty-five  days  after  dehvery. 
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Lungs  congested  at  bases;  otherwise  normal. 

Heart  normal. 

Abdomen  full  of  blood  and  pus. 

Spleen  quite  disorganised;  several  septic  infarcts  and 
abscesses ;  the  organ  badly  ruptured. 

Kidneys  also  showed  pyaemic  infarcts. 

Liver  normal. 

Ovarian  veins  thrombosed,  chiefly  tlio  right. 

Uterus  normal. 

Cultures  of  st.  aureus  from  pus  in  peritoneum,  from 
spleen,  kidney,  and  thrombus  in  ovarian  veins. 

Case  III.  (Maternity). — M.  H.,  aged  thirty-nine,  died 
December  16,  1911,  the  day  after  delivery  outside  Hospital. 

Thoracic  organs  normal. 

Abdomen  contained  pure  blood. 

Uterus  showed  large  tear  in  lower  segment,  involving  the 
cervix,  the  bladder,  and  the  vagina. 

Case  IV.  (Gynaecological). — M.  M.,  aged  forty,  died  De- 
cember 29,  1911. 

Thoracic  organs  normal. 

Peritonitis  in  lower  part  of  abdominal  cavity. 

Large  myoma  of  uterus. 

Bladder. — Wall  sloughing. 

Otlier  organs  normal. 

Case  V.  (Gynaecological). — M.  C,  aged  sixty-four,  died 
January  28,  1911. 

Lungs  and  heart  normal. 

Massive  cancer  at  pylorus  involving  liver,  which  has 
massive  secondary  deposits.  Transverse  colon  also  in- 
filtrated. 

Other  organs  normal. 

Case  VI.  (Maternity).— M.  E.,  aged  thirty-five,  died 
March  12,  1912,  six  days  after  hysterectomy  for  myoma  in 
pregnant  uterus  (child  dead). 

Thoracic  organs  normal. 

Abdomen  showed  extensive  peritonitis  and  effusion  of  blood. 

Kidneys  and  other  organs  normal. 

Case  VII.  (Gynaecological). — M.  G.,  aged  thirty-three, 
seven  months  pregnant,  died  March  27,  1912,  three  days 
after  removal  of  appendix. 
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Lungs  and  heart  normal. 

Abdomen. — Operation  wound  healthy  and  healing  soundly. 
Appendicular  site  also  healthy.  No  general  peritonitis. 
Localised  inflammation  in  region  of  right  tube  and  ovanj. 
Strong  band  connecting  lower  end  of  ileum  with  right  broad 
ligament,  and  similar  band  connecting  sigmoid  with  left 
broad  ligament. 

Liver  pale. 

Stomach  dilated. 

Right  hidney  disorganised;  upper  pole  contained  abscess 
and  several  infarcts  throughout  organ. 

Infarcts  in  lejt  kidney. 

Other  organs  normal. 

Cultures  of  st.  aureus  from  right  kidney. 

Case  VIII.  (Maternity).— M.  C,  aged  thirty,  died 
March  28,  1912,  six  days  after  dehvery. 

Rkjht  leg  greatly  swollen,  gangrenous  to  the  groin,  and 
oozing  bloody  fluid.     No  thrombus  found. 

Tlioracic  organs  normal. 

Uterus  inflamed  internally,  with  purulent  fluid. 

Phlebitis  in  right  broad  ligament. 

No  peritonitis. 

Other  organs  normal. 

Case  IX.  (Maternity).—  K.  K.,  aged  thirty-one,  died 
April  14,  1912,  four  weeks  after  delivery. 

Bight  lung  congested ;  large  abscess  with  firm  fibrous  wall 
in  base. 

Lejt  lung  congested  at  base;  old  scars  at  apex. 

Heart  flabby ;  no  organic  lesion. 

Abdominal  organs  normal,  except  for  purulent  pyelitis  of 
both  kidneys.    No  peritonitis. 

Uterus  contracted  ;  sloughing  2  inches  by  2  inches  inteinally. 

Cultures  from  abscess  of  lung  of  st.  aureus  and  strepto- 
coccus; from  kidney  of  B.  coli. 

Case  X.  (Maternity).— A.  R.,  aged  thirty-five,  died  July 
10,  two  days  after  delivery;  eclampsia. 

Typical  lesions  of  eclampsia  in  liver  and  kidneys. 

Other  organs  normal. 

Case  XL  (Maternity).—  D.  P.,  aged  thirty-two,  died  of 
eclampsia  in  seventh  month  of  pregnancy. 
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Typical  lesions  of  eclampsia  in  liver  and  kidneys. 
OtJier  orgayis  normal. 

Case  XII.  (Maternity). — A.  H.,  aged  twenty,  died  August 
7,  1912,  eight  days  after  delivery,  day  after  laparotomy  for 
septic  peritonitis. 

Large  condylomata  on  labia  and  tiiiglts. 

TJioracic  organs  normal. 

Abdomen  full  of  pus. 

All  organs  normal. 

Culture  of  streptococcus   from  pus. 

Case  XIII.  (Maternity).— E.  W.,  aged  thirty-four,  died 
August  7,  1912,  twenty-three  hours  after  delivery,  having 
suffered  from  hyperemesis. 

No  abnormality  discovered  post  mortem. 

Case  XIV.  (Gynsecological). — A.  J.,  aged  fifty-six,  died 
four  days  after  hysterectomy  and  resection  of  intestine  for 
sarcoma  of  the  uterus. 

All  organs  normal. 

Case  XV.  (Maternity). — K.  J.,  aged  twenty-on6,  died 
September  13,  1912,  six  days  after  delivery,  three  hours 
after  laparotomy  for  septic  peritonitis,  during  secondary  syphilis. 

TJioracic  organs  normal. 

Abdomen  full  of  pus;  peritoneum  much  inflamed. 

Uterus  inflamed. 

Other  organs  normal. 

Culture  of  st.  aureus  from  pus. 

Case  XVI.  (Gynaecological). — M.  D.,  aged  thirty-two, 
died  October  21,  1912,  immediately  after  hysterectomy  for 
ruptured  uterus. 

Autopsy  showed  tear  in  fundus  of  bladder. 

Other  organs  normal. 

Curettings  and  other  fragments  were  examined  on  fifty- 
two  occasions  for  purposes  of  diagnosis  (Table  I.). 

Tumours  and  other  operation  specimens  were  examined 
on  111  occasions  (Table  III.). 

The  epithelioma  of  the  vulva  was  the  second  such 
tumour  from  the  same  patient,  a  malignant  ulcer  of  the 
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other  labium  having  been  removed  two  years  and  nme 
months  previously.  The  glands  of  the  groin  were  ex- 
tensively involved. 

The  number  of  cases  of  mahgnant  disease  of  the  uterus 
dealt  with  is  unusually  small— 6.  In  the  previous  year 
there  were  14 ;  in  1910,  11 ;  in  1909,  9.  This  decrease  is, 
however,  only  apparent,  being  due  to  the  fact  that  a  larger 
proportion  than  usual  of  the  cases  of  cancer  encountered  m 
the  practice  of  the  Hospital  were  in  too  advanced  a  state 
to  permit  of  operation.  It  is  curious,  however,  that  no 
less  than  three  cases  of  sarcoma  of  the  uterus  were  met. 
This  is  as  many  as  we  had  met  in  the  previous  seven  years. 
In  the  three  cases  the  tumour  w^as  primary,  no  fibroid 
being  present.     In  one  the  grow^th  was  from  the  cervix. 

The  examination  of  myomata  as  regards  degeneration 
was  again  carried  out.  Of  the  27  specimens,  14  showed 
no  sign  of  degeneration,  3  were  necrotic,  4  showed  mucoid 
changes,  3  were  calcareous,  2  were  fatty,  and  1  was  in- 
flamed. 

Of  the  29  cases  of  salpingitis,  10  were  tuberculous.  The 
proportion  in  eight  years  has  been  39  out  of  103. 

Including  5  dermoids  and  2  lutein  cysts,  26  cystic  con- 
ditions of  the  ovary  were  examined.  Of  the  19  cystic 
tumours,  14  w^ere  ordinary  multilocular,  smooth-walled 
cysts,  and  5  showed  papillary  growths.  Of  the  latter,  2 
showed  definite  evidence  of  mahgnancy,  and  a  third, 
though  not  showing  any  evidence  of  malignancy  to  the 
microscope  in  the  parts  examined,  w^as  bilateral  and 
sprouting  through  its  covering.  In  one  of  the  malignant 
cases  a  papillary  cyst  had  been  removed  sixteen  months 
before.  On  the  occasion  of  the  present  operation  the 
patient  was  pregnant  at  full  term.  The  operation  for  re- 
moval of  the  cyst  was  combined  with  a  Csesarean  section. 
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Our  experience  during  the  year  confirms  the  opinion  ex- 
pressed in  previous  reports  as  to  the  dangerous  character 
of  cysts  of  the  ovary  in  which  there  is  any  tendency  to 
epitheUal  over-growth. 

One  of  the  dermoids  presented  malignant  characters  of 
carcinomatous  type. 

Among  the  cases  of  ectopic  pregnancy  was  one  of  twins. 

In  last  year's  Report  I  mentioned  a  case  of  chorion- 
epithelioma — the  first  recorded  in  Dublin  for  many  years. 
Curiously  enough,  another  case  was  met  this  year.  A 
tumour,  the  size  of  an  ostrich  egg,  was  found  lying  in  the 
pelvis,  adherent  to  the  uterus,  intestines,  and  retro-peri- 
toneal tissue.  Its  nature  was  not  recognised,  and  from  its 
friable,  blood-clot  like  nature,  it  was  regarded  at  the 
moment  of  operation  as  a  haematocele.  Haemorrhage  was 
very  severe,  and  the  patient  died  within  a  few  minutes 
after  removal  of  the  tumour.  Dr.  W.  G.  Harvey,  who, 
in  my  absence,  kindly  examined  the  masses  removed, 
recognised  their  nature.  Unfortunately,  in  the  meantime, 
the  body  had  been  removed  without  an  autopsy  being  per- 
formed. It  is  interesting  to  note  that  there  was  nothing 
in  the  history  of  the  patient  to  suggest  pregnancy,  regular 
menstruation  having  taken  place  six  weeks  before  admis- 
sion to  the  Hospital.     (See  "  Clinical  Report.") 

133  specimens  of  uterine  lochia  w^ere  examined  in 
morbid  cases.  The  same  difficulty  has  been  found  as  here- 
tofore in  making  an  early  diagnosis,  jmrticularly  in  cases 
where  only  diplococci  are  found  in  the  smear  preparations. 
I  am  in  hopes  that  the  routine  use  of  blood-agar  as  a 
culture  medium  may  assist  in  distinguishing  streptococci 
more  readily  than  hitherto.  The  gonococcus,  as  usual, 
proved  a  rare  organism  in  producing  puerperal  infection. 
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APPENDIX. 

Table  I. — Exami7iations  of    Curettings  and   other   Frag- 
ynents  for  Purposes  of  Diagnosis. 


Endometritis   . 
Endocervicitis 
Adeno-carcdnoma  of  corpus 
uteri    .... 
Sarcoma  of  uterus    . 
Myoma  of  uterus 

20 
4 

1 
2 

2 

Chorionic  villi,  decidua,  &c. 
Corpus  luteum 
Carcinoma  of  peritoneum  . 
Normal  tissue,  clot,  debri", 
&c 

9 
1 

1 

12 

Table  II. —  Varieties  of  Endometritis. 


Glandular   (including   4 
cystic) 


Interstitial 
Septic 


Table    III. — Operation  Specimens. 


Fibroma  of  vulva     . 

1 

Salpingitis    or    pyosalpinx 

Epithelioma  of  vulva 

1 

fnon-tuberculous) 

19 

Epithelioma  of  cervix 

1 

Tuberculous  salpingitis    • 

10 

Erosion  of  cervix 

3 

Cyst  of  ovary  . 

21 

Adeno-carcinoma  of  uteru 

3             2 

Dermoid  of  ovary     . 

5 

Sarcoma  of  uterus    . 

3 

Oophoritis 

1 

Myoma  of  uterus 

27 

Parovarian  cyst 

1 

Mucous  polypus  of  uterus 

5 

Ectopic  pregnancy  . 

6 

Fibrosis  of  utenis     . 

1 

Cho  rion  -  epithelioma 

1 

Septic  uterus  . 

1 

Appendix 

2 

Prolapsed  uterus 

1 

Table  IV. — Organisms  Observed  in  and  Isolated  from  the 
Lochia  in  Morbid  Cases. 


Streptococci 
Staphylococci 
Diplococci 
Gonococci 


36 
21 

37 


B.  ooli    . 

Saprophj-tes 
Negative 


12 
33 

35 
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Dr.  OTarrell  asked  if  autogenous  vaccines  were  made 
from  the  lochia,  and  how  the  infecting  bacteria  had  been 
isolated.  He  also  was  anxious  to  know  how  the  results  of 
autogenous  vaccines  compared  with  those  of  stock  vaccines. 
He  inquired  if  there  was  any  method  of  distinguishing 
tubercular  pyosalpinx. 

Dr.  Kowlette  said,  with  regard  to  the  bacillus  in  the 
lochia,  the  vagina]  discharge  in  cases  of  puerperal  sepsis  was 
never  examined,  the  reason  being  that  this  discharge  con- 
tains such  a  quantity  of  organisms  that  it  would  be  difficult 
to  separate  one  from  the  other.  His  practice  was  to  obtain 
the  discharge  direct  from  the  uterus.  In  every  case  the  patient 
is  treated  first  with  a  stock  vaccine  made  from  some  other 
patient,  and  if  she  reacted  well,  the  treatment  with  this 
vaccine  is  continued,  and  an  autogenous  vaccine  is  not  pre 
pared.  In  cases  that  did  not  react  to  the  stock  vaccine,  if 
the  organism  can  be  isolated  an  autogenous  vaccine  was 
made.     The  results  with  autogenous  vaccine  were  best. 

As  to  the  diagnosis  of  pyosalpinx,  in  nearly  all  cases  that 
came  to  operation  the  pus  was  sterile,  and  one  had  to  decide 
by  direct  microscopic  means.  Occasionally  streptococcus 
was  met  with.  The  diagnosis  of  tubercle  he  had  never  made 
from  microscopic  examination.  He  considered  that  tuber- 
culous tubes  fell  into  either  one  or  other  of  two  types — i.e., 
peritoneal  or  mucous.  In  the  majority  of  cases  of  tuber- 
culosis the  infection  was  found  near  the  Fallopian  end  of  the 
tube  rather  than  the  uterine  end,  the  latter  being  free  ex- 
cept in  very  advanced  cases. 


SACKO-COCCYGEAL   TUMOURS. 
By  W.  D.  O'KELLY,  M.D.,  D.P.H.  ; 

Assistant  Pathologist,  Mater  Hospital ; 
Demonstrator  ill  Pathology,  U.C.D. 

[Read  in  the  Section  of  Patholo^'v,  May  IJO,  191:;.] 

I  RECENTLY  had  the  good  fortune  to  come  across  a  very 
typical  case  of  congenita)!  sacral  teratoma.  I  had  never 
seen  one  previously,  and  I  found  its  study  very  interest- 
ing. During  this  Session  the  Academy  has  had  the  oppor- 
tunity of  hearing  a  paper  read  by  Mr.  Pearson  on 
epignathus,  and  I  thought  the  occasion  should  not  be  let 
pass  without  bringing  before  you  a  short  paper  on  the 
corresponding  tumour  which  occurs  at  the  anal  region. 
My  original  intention  was  to  deal  only  with  my  own 
specimen,  but  on  consideration  I  thought  it  better  to  deal 
with  sacro-coccygeal  tumours  in  general.  I  have  found 
no  book  which  treats  the  matter  fully.  Most  of  the 
authors  dismiss  it  in  a  few  lines  or  ignore  the  subject 
altogether.  The  reason  for  this  is  probably  to  be  attri- 
buted to  the  rarity  of  the  condition.  In  searching  the 
Lancet  I  found  the  last  two  typical  cases  were  recorded 
as  far  back  as  1897  and  1895.  About  this  time  there  was 
a  quarterly  journal,  entitled  "  Teratologia,"  edited  by 
Ballantyne,  but  it  did  not  run  long,  owing  to  insufficient 
suppart.  While  it  was  in  circulation  it  appears  to  have 
stimulated  the  publication  of  cases  of  teratomata,  and  no 
doubt  it  dealt  fully  with  the  subject  of  my  paper,  but  I 
was  unable  to  secure  a  copy  of  the  work,  even  from  the 
publishers.  A  book  of  the  same  nature  by  St.  Hilaire 
appears  to  have  been  in  existence  in  the  nineties.     This, 
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also,  I  failed  to  obtain.  I  accordingly  had  to  fall  back  on 
rather  slender  resources  for  the  paper,  and  this,  I  trust, 
will  explain  many  of  its  shortcomings. 

I  shall  begin  by  describing  the  specimen  in  my  posses- 
sion. The  patient  from  whom  the  tumour  was  removed 
was  a  boy,  aged  eleven  months,  in  whom  a  swelling 
between  the  anus  and  coccyx  had  been  present  from 
birth.  This  swelling  gradually  increased  in  size,  but 
caused  no  special  symptoms  except  that  the  f^T'ces  were 
flattened.  On  examination  a  semi-fluctuating  mass  was 
found,  over  which  the  skin  was  freely  movable.  The 
rectum  was  considerably  displaced  owing  to  its  presence. 
Before  operation  a  hypodermic  needle  was  passed  into 
the  mass,  and  1  c.c.  of  a  slightly  opalescent  fluid  was 
drawn  off.  This  fluid  was  alkaline  in  reaction,  gave  a 
marked  albumin-reaction,  failed  to  reduce  Fehling's  solu- 
tion, and  on  centrifugalisation  showed  a  little  blood.  The 
removal  of  the  tumour  was  accomplished  without  diffi- 
culty. 

I  have  to  express  my  indebtedness  to  Sir  Joseph 
Redmond  and  Mr.  A.  J.  Blayney,  under  whose  care  the 
patient  came,  for  the  specimen  and  for  permission  to 
bring  forward  the  case. 

Macroscopically  the  tumour  consisted  of  two  distinct 
portions  which  were  encapsuled.  Together  they  weighed 
288  grms.  The  smaller  portion  measured  45  x  40  x  10 
m.m.  It  was  mainly  solid,  but  some  small  cysts  were 
visible.  The  larger  part  was  markedly  lobulated  and 
studded  with  cysts  of  varying  sizes  up  to  3  cm.  in 
diameter.  It  measured  110  x  90  x  70  m.m.  The  cysts 
were  filled  with  a  mucoid  fluid.  They  were  closely 
packed  together.  There  was  no  appearance  of  secondary 
cyst-formation,     and     no     intra-cystic     ingrowths     were 
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observed.  A  few  small  systs  were  seen  with  their  walls 
coloured  dark  brown.  In  places  thin  plates  of  bone  could 
be  felt. 

Microscopically  the  tumour  was  seen  to  be  made  up  of 
glandular  spaces,  lined  with  epithelium,  embedded  in  a 
fairly  well  developed  connective-tissue  stroma.  This 
stroma  was  made  up  mainly  of  fibrous  tissue  with  thin- 
walled  capillaries.  In  places  haemorrhages  into  the 
stroma  were  seen.  Fatty  areolar  tissue  was  present  in 
patches.  Unstriped  muscle  was  abundant.  Pieces  of 
hyaline  cartilage  were  numerous,  and  plates  of  bone  were 
also  found.  Elastic  fibres  were  present.  No  fully- 
developed  blood-vessels  were  seen.  Nerve  tissue  re- 
sembling cerebral  cortex  was  widespread,  and  in  it  were 
numerous  corpora  amylacea.  Heart-muscle  was  en- 
countered in  two  blocks  of  the  tumour.  A  small  pancreas 
was  detected  showing  ducts  and  islets  of  Langerhans. 
The  cystic  spaces  were  lined  mostly  with  columnar  epithe- 
lium. Much  of  this  epithelium  was  ciliated,  and  the  asso- 
ciation of  spaces  lined  with  columnar  epithelium  groups 
of  mucous  glands  and  islets  of  hyaline  cartilage  could  only 
be  interpreted  as  an  attempt  at  the  formation  of  a  bron- 
chial tree.  No  Lieberkuhn's  follicles  were  found,  but 
some  of  the  non-ciliated  columnar  epithelium  had  scattered 
patches  of  lymphoid  cells  in  its  neighbourhood,  which  was 
regarded  as  possibly  representing  portion  of  the  intestinal 
tract,  though  no  special  arrangement  of  unstriped  muscle 
was  noticed  in  this  situation.  Some  of  the  epithelium  was 
flattened  or  cubical,  and  presented  appearances  of  a  tran- 
sition into  squamous  epithelium.  It  was  some  time  before 
I  got  a  block  showing  typical  squamous  epithelium,  and 
this  was  in  a  portion  which  had  to  be  decalcified  owing  to 
the   presence  of  bone.      The   squamous  epithelium   lined 
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cystic  spaces  into  which  hairs  from  hair-foUicles  projected, 
and  sebaceous  and  sweat-glands  were  present  in  the  same 
region.  Here,  too,  was  found  a  developing  tooth,  so  we 
really  had  the  anlage  of  a  jaw.  Typical  squamous  epithe- 
lium was  not  found  in  any  other  portion  of  the  tumour, 
and  its  presence  in  the  section  containing  bone  is  interest- 
ing in  connection  with  Professor  Geddes'  recent  paper 
before  the  Academy  on  bone  formation,  in  which  he  main- 
tained that  the  bone-forming  cells  were  derived  from 
squamous  epithelium.  The  cysts  with  dark-brown  walls 
showed  ejiithelium  studded  with  amorphous  pigment- 
granules,  which  gave  the  micro-chemical  reactions  for 
melanin — the  cysts,  in  fact,  represented  rudimentary 
eyes. 

Such  were  the  appearances  presented  by  this  tumour, 
and  they  constitute  a  typical  picture — a  congenital  tumour 
situated  between  the  rectum  and  coccyx  or  sacrum,  and 
showing  on  section  numerous  cysts  of  various  sizes  and 
several  tissues  derived  from  a-U  three  layers  of  the  embryo. 

That  such  a  tumour  may  be  found  in  this  situation  is,  of 
course,  well  known,  but  ty]iical  examples  of  it  a])]iear  to 
be  met  with  rarely.  Bland  Sutton  (1)  divides  tumours 
occurring  in  this  region  into  three  classes — (1)  Tumours 
of  the  post-anal  gut  or  mesenteric  canal  ;  {•!)  post-rectal 
teratomas,  which,  he  says,  are  very  rare,  and  mostly  re- 
semble ovarian  dermoids  ;  (3)  teratomas  of  rectum  growing 
from  the  mucous  membrane,  in  which  there  may  be  locks 
of  hair  presenting"  at  the  rectum.  Accepting  this  classifi- 
cation for  the  moment  it  will  be  seen  that  the  tumour  of 
which  I  have  given  details  can  only  fit  into  the  second 
class.  Thus  we  see  that  teratomas  occurring  here  are  of 
two  types — in)  One  like  the  ovarian  teratoma  with  a 
single  large  cyst  and  an  insular  protuberance  containing 
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iiiany  tissues  in  it;  and  (6)  a  very  much  more  uncommon 
form  somewhat  resembling  the  cysto-adenoma  of  the 
ovary  macroscopically. 

Perhaps,  before  discussing  these  two  types  of  tumours, 
we  might  consider  the  tumoiu's  and  developmental  abnor- 
malities that  may  occnr  in  the  anal  region.  They  are  as 
follows  : — 

M    1.  A  blastoma,  such  as  a  lipoma, 
'i.  Conditions  such  as  cystic  hygroma. 

3.  A  swelling  due  to  proliferation  or  distention  of  a 
remnant  of  the  neurenteric  canal  or  post-anal  gut. 

4.  A  true  tumour  derived  from  the  embryonic  remnants 
mentioned  in  the  previous  heading. 

5.  Congenital  sacral  teratomata  (post-rectal  teratomas 
of  Bland  Sutton)— 

(a)  Rather   rare,    and    like    the    common    ovarian 

dermoid. 

(b)  Very  rare,   and    like    the   extremely    unusual, 
small,  many-cysted  ovarian  teratoma. 

(5.  Cases  in  which  a  limb,  or  fused  limbs,  project  from 
the  anal  region. 

7.  Cases  where  an  attached  parasite  exists. 

The  first  class  may  be  dis]:)Qsed  of  briefly — blastomas  in 
this  situation  are  uncommon,  but  their  occurrence  has  to 
be  considered  in  making  a  diagnosis.  The  second,  sixth, 
and  seventh  headings  do  not  call  for  si)ecial  attention.  The 
third  type  of  case  is  illustrated  by  a  very  typical  example 
recorded  by  Middeldorpf  (■2).  He  found  a  loop  of  gut  em- 
bedded in  fat  between  the  rectum  and  coccyx.  The 
lumen  had  a  fistulous  communication  with  the  exterior 
through  which  nnicous  was  occasionally  passed.  At  the 
other  end  the  loop  was  attached  to  the  wall  of  the  rectum , 
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but  there  was  no  coiiiiiiiinication  between  their  respective 
lumina.  The  wall  of  this  coil  of  gut  was  normal,  showing 
Lieberkiihn's  follicles,  circiTlar  and  longitudinal  nniscular 
coats,  and  many  solitary  lymph-follicles,  but  no  serous 
coat  was  present.  The  patient  was  a  girl,  aged  one  year, 
and  the  operation  was  successfully  performed  by  Kraske  in 
1884.  It  is  hard  to  say  what  exactly  was  Middeldorpf's 
opinion  as  to  the  nature  of  the  condition.  He  appears  to 
have  regarded  it  as  a  teratoma,  but  says  he  could  find  no 
reference  to  a  case  in  the  .literature  in  which  gut  alone  was 
present.  He  concludes  by  saying  that  it  probably  arose 
from  the  neurenteric  canal,  and  this  is  the  only  explana- 
tion possible,  but  in  the  pathological  sense  it  is  not  a  tera- 
toma— not  even  a  true  tumour. 

This   brings  us   to  the   fourth   heading,   and   here   we 
meet    with    tumours    macroscopically    resembling    those 
occurring  in  class  5  (b).    They  consist  of  glandular  spaces 
lined  with  columnar  epithelium  embedded  in  a  connective- 
tissue  stroma.    They  show  nothing  else.     Such  we  must 
regard  as  adenomas  or  cysto-adenomas  of  remnants  of  the 
post-anal  gut  or  neurenteric  canal.     Mr.  Seton  Pringle  (3) 
read  a  paper  before  the  Academy  a  few  years  ago  on  a 
very  interesting    example    of   this   type    of   tumour.      It 
occurred  in  a  middle-aged  man,  and  had  become  malig- 
nant, giving  rise  to  metastatic  deposits  in  the  inguinal 
glands.     Such  tumours  are  rare,  but  they  are  not  tera- 
tomas.    Still  the  names  sacro-coccygeal  tumour  and  con- 
genital sacral  tumour,  being  capable  of  being  applied  to 
both  conditions,  may  give  rise  to  confusion. 

We  finally  reach  the  fifth  heading,  that  into  which  the 
tumour  T  have  shown  tits.  There  are.  as  already  men- 
tioued,  two  varieties.  Skutsch  (4)  collected  details  of 
twenty  of  these  tumours  in  1899.     With  one  possilde  ex- 
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ce])tion,  they  cunesponded  to  what  we  may  call  the 
comiiioii  ovarian  dermoid  type.  Some  of  them  were 
situated  above  and  s(jme  below  the  levator  ani  muscle.  In 
one  patient  two  such  tumours  existed. 

So  far  we  have  been  treading-  on  safe  ground,  but  when 
we  come  to  explain  the  origin  of  these  teratomata  diffi- 
culties occur.  Adami  (5)  regards  the  more  solid  type  of 
teratoma  as  due  to  redundant  growth  of  the  inferior  grow- 
ing-point. Over-activity  of  the  superior  growing-point 
undoubtedly  affords  a  satisfactory  explanation  of  the  con- 
dition known  as  epignathus.  But  in  the  anal  region  we 
do  not  find  an  exactly  similar  condition.  In  the  latter 
case  we  have  an  irregular  mass  of  tissues,  not  definitely 
encapsuled,  and  springing  from  some  bony  mass,  usually 
at  the  top  of  the  pharynx.  In  the  former  situation  we 
always  find,  as  far  as  I  am  aware,  an  encapsuled  tmiiour, 
unless  malignant  change  has  supervened.  Over-activity 
of  the  inferior  growing-point  does  explain  cases  of  re- 
duplication of  the  external  genitals.  When  the  over- 
activity is  symmetrical — that  is,  wdien  bifurcation 
occurs — we  get  such  abnormalities  as  katadidymus  tripus. 
If  we  accept  over-activity  of  the  growing-point  as  explain- 
ing epignathus  and  congenital  sacral  teratoma,  we  are 
faced  with  the  difficulty  of  explaining  the  occurrence  of 
tumours  resembling  the  latter  type  in  such  places  as  the 
mediastinum,  the  neck,  and  the  ovary,  which  are  far 
removed  from  the  growing-points.  Probably  sacral  tera- 
toma (both  types)  are  best  explained  on  the  same  lines  as 
those  found  in  the  ovary,  though  it  must  be  admitted  that 
these  explanations  are  not  quite  satisfactory.  But 
granted  the  explanation  of  the  sacral  teratoma,  we  still  do 
not  know  \\liy  it  is  at  one  time  a  unilocular  cystoma  and 
at  another  time  is  multi-locular,  no  more  than  we  know 
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why  a  papilloma  occurs  in  one  patient,  an  epithelioma  in 
another.  In  spite  of  the  great  advances  made  in  the 
pathological  anatomy  of  new  growths  the  most  important 
questions  arising  out  of  them  remain  unsolved . 

]SfoTE. — I  have  to  acknowledge  my  indebtedness  to  the 
Curator  of  the  Library  of  the  College  of  Physicians  for 
permission  to  look  up  some  of  the  literature  referred  to, 
and  to  Professor  Bayley  Butler,  of  University  College,  for 
the  micro-photographs  which  were  shown  during  the 
reading  of  the  paper. 
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Professor  0' Sullivan  suggested  that  the  material  de- 
scribed as  heart  muscle  might  be  voluntary  striped  muscle. 
He  thought  it  was  the  case  that  in  some  dermoid  cysts  of 
the  ovary  small  solid  portions  are  found  which  may  contain 
a  great  variety  of  different  structures. 

Dr.  T.  T.  O'Farrell  suggested  that  Dr.  O 'Kelly  should 
mount  some  of  the  sections  and  present  them  to  the  College 
Museum.  He  inquired  if  Dr.  0 'Kelly  had  met  with  para- 
sitic cysts  in  the  region. 

Dr.  Box  well  was  not  sure  as  to  the  theory  about  dermoid 
cysts. 

Dr.  0' Kelly,  replying  to  the  remarks,  said  as  to  the 
heart  muscle,  he  did  not  see  anything  that  he  considered 
distinctive,  but  he  thought  the  fibres  were  short.  He  con- 
sidered that  the  ovarian  dermoids  were  really  teratomata. 
He  did  not  know  that  parasitic  cysts  were  likely  to  grow  in 
that  situation. 
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SECTION  OF  PATHOLOGY. 

Friday,  NovemhC'r  lo,  1912. 

The  President  (Prof.  White)  in  the  Chair. 

Suh-acnte  Endocarditis  with    GlomerluJar  Changes  in   the 
Kidneys. 

Professor  O' Sullivan  demonstrated  the  organs  from   a 
case  of  above. 

CavcDiniis  Anginma  of  the  Liver:  Ancemic  and  Hcemorrhagic 
Infarctions  of  the  Liver  Supervening  on   Ca<rcinoma  of 
Stomach. 
Professor  McWeeney  showed  the  above  specimens  and 

demonstrated  their  structure  with  the  aid  of  lantern  sHdes. 


F'riday,  January  3,  1913. 

The  President  in  the  Chair. 

Specimens  and  Preparations  of  Norwegian  Scabies. 
Dr.  W.  G.  Harvey,  who  showed  a  patient  suffering  from 
above  and  also  specimens  under  the  microscope,  com- 
menced by  saying  that  he  was  indebted  to  Dr.  Wallace 
Beatty  for  permission  to  show  the  case.  The  patient, 
a  man  of  thirty -nine,  presented  himself  for  treatment 
at  the  Adelaide  Hospital  on  the  18th  of  November, 
1912.  His  general  health  had  always  been  good.  The 
eruption  commenced  ten  years  ago  on  his  hands  and  fingers, 
and  remained  limited  to  his  hands  till  about  eight  or  ten 
months  ago,  when  it  began  to  involve  his  body  generally. 
Latterly    he    had    been    fearfully   tormented    with    itching, 
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and  iiwini^  to  lliis  was  lu'))!  awake  at  night.  The  con- 
dition A\lien  first  seen  was  stated  to  l)e  as  follows:  — 
The  scalp  was  coxered  with  ahninhint  dry,  greyish  scales, 
forming  in  places  a  thick  coating  reseinl)ling  psoriasis.  The 
trunk  was  universally  reddened,  the  slvin  somewhal 
thickened,  es])eciHlly  of  the  back,  and  the  sui'face  was 
covered  more  or  less  abundantly  with  di'v  scales,  causini; 
roughness  in  most  ])laces,  but  on  certain  ])rominent 
parts — on  the  shoulders  over  the  scapulae — the  scales  formed  a 
thick,  dry,  hard,  adherent  coating,  and  places  on  the  back  showed 
traces  of  moisture  suggestive  of  an  eczematous  state.  Tlie 
skin  of  the  abdomen,  the  prominences  of  the  hips  over  the 
trochanters  and  on  the  buttocks,  and  the  arms  were  in  a 
somewhat  similar  condition.  The  hands  and  fingers 
presented  a  remarkable  appearance,  ])rojecting  masses 
of  dry,  greyish  scales  were  present  over  and  ro\md  the 
localities  of  the  nails.  Here  and  there  on  the  dorsum 
and  borders  of  the  hands  and  on  the  wrists  \\ere  hemi- 
spherical, dry,  dirty,  scaly  masses,  averaging  about  one 
centimetre  in  diameter,  but  some  were  larger.  The  surface 
of  these  masses  was  smooth.  One  or  two  of  them  were  re- 
moved with  the  blade  of  a  forceps.  They  were  readily  de- 
tached once  the  edges  had  been  raised  all  round.  This 
method  of  removal  caused  much  pain,  so  that  the  re- 
mainder were  left  for  subsequent  removal  by  softening  in 
hot  sulphur  lotion.  The  skin  of  the  thighs  and  legs  was 
partially  affected,  the  affected  places  being  ieddened  and 
rough.  The  flexor  aspect  of  the  knees  was  most  affected. 
The  nails  (and  their  surroundings)  of  the  toes  were  affected 
in  a  similar  manner,  but  in  a  slighter  degree,  to  the  fingers. 
Scaly  projections  covered  the  disorganised  nails,  which  were 
also  present  here  and  there  on  the  feet.  Large  numbers  of 
acari  could  be  seen  in  the  scaly  masses. 

Villous  Adenoma  of  EectiDu. 
.V^I^  William  Pkarson  showed  a  specimen  from  a  female, 
aged  fifty-six,  who  w'as  admitted  to  the  Adelaide  Hospital 
complaining  of  piles  with  attacks  of  diarrluea  and  haemor- 
rhage. She  had  enjoyed  good  health  up  to  a  jeRV  previously, 
when  irregular  attacks  of  diarrhoea  commenced,  alternating 
with    constipation,      The    attacks    were    accompanied    with 
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some  protrusion  of  the  bowel.  The  motions  were  offensive, 
and  contained  large  quantities  of  mucus  and  frequently 
bright  red  blood.  There  was  no  pain,  nor  vomiting.  The 
patient  was  a  good  colour,  but  stated  she  had  been  losing 
weight.  The  abdomen  was  distinctly  full,  soft,  and  some- 
what doughy.  Distended  coils  of  small  intestine  were 
clearly  seen  against  the  abdominal  wall  and  the  colon  was 
full  and  tympanitic,  with  some  faecal  masses  palpable.  No 
visible  peristalsis  was  observed.  Altogether  the  abdomen 
suggested  chronic  intestinal  obstruction  in  the  lower  bowel. 
On  rectal  examination  no  hgemorrhoids  could  be  found,  but 
the  entire  mucous  membrane,  from  immediately  above  the 
anal  canal  to  the  upper  limit  which  could  be  reached  by  the 
finger,  felt  soft  and  hypertrophied,  with  numerous  polypoid 
masses.  No  obstruction  was  met  with,  but  the  clinical 
picture  was  so  suggestive  of  carcinoma  of  the  colon  that  it 
was  decided  to  make  an  exploratory  abdominal  incision. 
This  was  done  through  the  left  rectus  muscle  when  an  enor- 
mously distended  atonic  colon  and  caecum  were  found,  and 
it  was  seen  that  no  growth  existed  above  the  rectum.  The 
abdomen  was  then  closed,  and  the  specimen  as  now  pre- 
sented was  removed  per  anum  by  drawing  it  down  with  the 
aid  of  clip  forceps  and  excising  it  after  the  manner  of  White- 
head's operation  for  h8emorrhokl:J.  It  stripped  easily  off  the 
muscular  coats  of  the  bowel.  The  specimen  proved  to  be 
an  unusually  large  villous  adenoma.  .  Innumerable  fine 
branching  processes  were  to  be  seen  springing  from  the 
mucous  membrane.  These  lay  so  closely  packed  that  then- 
depth  was  only  apparent  by  holding  the  specimen  under  a 
tap  of  running  water.  They  closely  resembled  in  appearance 
the  ordinary  villous  tumour  of  the  bladder.  In  consistence 
the  tumour  was  quite  soft,  save  in  one  small  area  near  the 
centre,  where  the  villi  were  much  less  pronounced  and  slight 
induration  could  be  felt.  There  was  no  involvement  of  the 
submucous  tissues.  Microscopic  section  of  the  growth 
showed  no  mahgnancy.  Since  the  operation  the  patient  has 
been  quite  free  of  symptoms,  and  control  over  the  bowels  is 
perfect. 

Riipf lived   Tlioracic   Aneurysm. 
Dr.  R.  M.  Bronte  showed  two  cases  of  thoracic  aneurysm. 
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One  had  ruptured  intf)  tlu-  pericardial  sac,  the  other  showtMl 
an  aneurysm  on  both  sides  of  the  thorax,  the  left  side  diln 
tation  causing  extensive  eomj^ression  of  upper  lobe  of  lunp. 

Rtipti(rc  of  Right  Ventricle. 
Dr.  T.  T.  O'Farrrll  showed  a  specimen  of  rupture  of  the  right 
ventricle.  The  patient  was  brought  in  dead  to  St.  Vincent's 
Hospital  on  the  28th  of  October  last.  He  was  a  man  of 
about  middle  age  who,  while  cleaning  the  top  windows  of  a 
hall,  slipped  and  fell  a  distance  of  sixty-two  feet,  passing 
through  an  inner  glass  roof.  He  is  said  to  have  fallen  on  his 
shoulders  and  then  rolled  over.  Death  was  instantaneous. 
Post-uiorton  examination  showed  the  head  to  be  normal. 
There  was  slight  prominence  of  the  second  lumbar  vertebra. 
There  was  an  exostosis  on  the  left  side  of  the  body  of  this 
bone,  but  no  dislocation  of  fracture  was  found.  The  following 
injuries  were  found: — Contusions  at  inner  side  of  the  right 
knee  and  ankle;  supracondyloid  fi-acture  of  the  left  humerus; 
Colles'  fracture,  left  wrist;  comminuted  fracture,  lower  end 
of  left  tibia  and  fibula,  involving  ankle  joint;  deep  incised 
wound  of  sole  of  left  foot.  The  condition  of  the  abdominal 
organs  was  practically  normal.  The  liver  was  enlarged, 
weighing  four  pounds.  The  bladder  was  distended.  An  ex- 
amination of  the  tlioiax  showed  fractvu'e  of  the  second  and 
third  left  costal  cartilages,  fracture  of  sixth  rib  on  right  side, 
fracture  of  sternum  at  junction  of  first  with  second  part. 
Anterior  mediastinum  contained  a  gelatinous  blood-stained 
fluid.  The  pericardium  was  adherent  to  the  sternum,  but 
not  to  the  heart,  and  was  found  full  of  blood,  though  not 
greatly  distended.  The  heart  showed  some  excess  of  fat, 
and  was  contracted.  The  right  ventricle  was  injured  in  two 
places.  First,  an  irregular  semi-circular  wound  one  and 
three-quarter  inches  long,  beginning  below  the  origin  of  the 
pulmonary  artery  and  extending  downwards  more  or  less 
parallel  to,  and  with  its  convexity  towards,  the  inter- ven- 
tricular groove.  Second,  a  punctured  wound  one-half 
inch  in  diameter  slightly  below  the  auriculo-ventricular 
groove  and  at  the  point  of  junction  between  the  middle 
third  of  a  line  drawn  from  the  margo  acutus  to  the  inter-ven- 
Irieular  groove.  Tlie  right  lung  weighed  one  and  three-quar- 
ter   ]iounds ;    slight    chi'onic    jileurisy    with    interstitial    em- 
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physema.  The  left  lung  weighed  one  pound  six  ounces,  and 
contained  an  apparently  healed  tubercular  focus  at  the  apex. 
The  injuries  to  the  sternum  and  costal  cartilages  did  not 
correspond  to  the  generally  accepted  surface-marking  of  the 
right  ventricle.  The  right  ventricle  is  said  to  be  covered 
by  most  of  the  middle  portion  of  the  sternum  and  the  third, 
fourth,  fifth,  and  part  of  the  sixth  left  costal  cartilages, 
none  of  \^•hich,  with  the  exception  of  the  sternum,  were 
injured  in  the  present  case.  One  would  rather  expect  the 
right  auricle  to  be  injured.  The  only  explanation  would 
appear  to  be  that  in  falling  the  enlarged  liver  pressed  the 
heart  upwai'ds. 

•  -  Friday,  Februanj  14,  1913. 

The    President    in    the    Chair. 

Congenital    Tii))inii<y  of   fltc    (hnn. 
:Mr.  William  Pearson  first  gave  an  account  of  a  case  of 
this  condition.     8ee  page  405,  anic. 

A  Canr  of  (liirnina  of  fitc  Heart. 
Professor   E.   J.    ^IcWeeney   showed   this    specimen,    of 
which  a  description  is  foimd  on  page  413,  ante. 

The  Theorij  of  Lnmiinitij  and  Therapeutic  I mnutnisation. 
Dr.  AIervyn  Crofton  made  some  remarks  on  his  methods 
of  administration  of  vaccines  and  his  views  as  to  their  action 
in  the  Ixidy.     The  pa]K'r  was  illustrated  by  lantern  slides. 


Friday,   March-  14,   1913. 

The  President  in  tlie  Chair. 

{a)  Tliree  Canes  of  Pyloric  Obstruction:  ( /-)  .1  Case  of  Acute 
Miliary    T u])erculosiH    irliicii    ejave    a   positive    Widal   re- 
action . 
Dr.   a.    E.    Parsons    showed   specimens  and    gave    a   de- 
scription of  the   above   conditions. 
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SpnidJ-  Cord  fro  III    a    CV/.sr    of  Sriaficd. 

Mil.  William  1\\ylor  showed  a  speciiiieii  taken  from  a 
gentleman.  Two  sisters  were  mentally  disturbed.  The 
patient  complained  of  pain  in  his  left  leg,  but  without 
history  of  injury,  syphilis,  or  tubercle;  knee-jerks  normal. 
Subsequently  pain  developed  also  in  right  leg.  It  was 
thought  at  first  to  be  sciatica,  and  the  nerve  was  stretched, 
and  later  was  thought  to  be  a  tumour,  but  nothing  in  the 
way  of  an  organic  lesion  could  be  found  by  a--rays.  Five 
months  later,  the  symptoms  continuing,  after  consultation 
with  Dr.  Stuart,  a  laminectomy  was  attempted,  but  the 
patient  died,  and  the  cord  was  then  removed. 

Professor  O' Sullivan  said  at  the  lower  end  of  the 
lumbar  enlargement  the  posterior  roots  wore  degenerated. 
This  degeneration  existed  on  both  sides.  Higher  up  the 
degeneration  became  less,  and  was  not  to  be  seeii  in  the 
dorsal  region.  The  lesion  did  not  appear  to  resemble  tabes, 
as  in  it  the  posterior  degeneration  is  very  localised  to  the 
posterior  nerve  roots.  He  considered  that  in  a  condition  of 
tabes  in  which  the  nerves  below  were  degenerated  it  would 
be  vei'y  much  more  advanced  in  the  cord  than  the  condition 
in  this  specimen.  Nothing  was  found  which  would  produce 
pressure  in  the  anterior  roots  of  the  cord. 

(a)    Cancer   of   the    Pancreas:    (h)  Cystic    Adenoma    nf  the 
Kidney:   (c)  Swears  from   Nasal  Diphtlieria. 

Dr.  T.  T.  OTarrell  showed  specimens  illustrating  the 
above. 


Friday,    May   2,    1013. 
The  PREsmENT  in  the  Chair. 

Organs  from  a  Case  of  Amyloid  Disease. 
Sir  John  Moore  said  amyloid  disease  was  sufficiently  rare 
at  the  present  day  to  warrant  exhibition.  The  specimen 
shown  was  taken  post-mortem  from  a  man,  aged  forty-six, 
who  had  been  admitted  to  the  Meath  Hospital  on  the  llth 
of  November,   1912.     When  admitted  the  patient  was  in  a 


I 


Abstract  s.  443 


state  of  extreiae  emaciation.  He  gave  a  history  of  pains  in 
his  right  hip  and  knee.  About  seven  months  l>rior  to  ad- 
mission the  right  hip  began  to  discharge.  The  right  leg  was 
noticed  to  be  wasted  when  compared  with  the  left,  and  the 
hip  showed  two  discharging  sinuses.  The  pus  was  described 
as  thin,  M'atery,  and  of  a  yellow  colour.  An  interesting 
feature  of  the  case  on  physical  examination  was  the  promi- 
nence of  the  upper  part  of  the  abdomen  as  compared  with 
the  generally  wasted  condition  of  the  patient.  The  liver  was 
much  enlarged,  hard,  and  smooth.  The  left  side  also  was 
occupied  by  a  large  tumour,  which  at  first  was  taken  to  be 
the  spleen.  Cultures  were  made  from  the  pus  discharged 
from  the  sinuses,  and  the  patient  was  injected  with  10 
millions  of  a  pseudo-diphtheria  bacillus.  Subsequently, 
SfapJnjlocDcciifi  aitrciiH  was  isolated,  and  he  was  foiu-  times 
injected  with  a  vaccine  prepared  from  this,  containing 
200,000,000  or  250,000,000  organisms,  but  this  treatment 
did  not  appear  to  do  him  any  good.  The  patient's  tempera- 
ture throughout  was  sub-normal.  He  gradually  sank  from 
exhaustion. 

At  the  autopsy,  the  liver  was  found  enomaously  and  uni- 
formlv  enlarged,  hard,  and  smooth.     It  weighed  152  ounces. 

The  tumour  which  was  thought  to  be  the  spleen  was 
found  to  be  the  left  lobe  of  the  hver.  The  right  kidney  was 
embedded  in  the  right  lobe,  and  the  left  kidney  had  moulded 
itself  into  the  amyloid  spleen,  which  in  turn  had  made  for 
itself  a  bed  in  the"  left  lobe  of  the  liver.  These  points  were 
considered  interesting  from  the  clinical  as  well  as  the 
pathological  point  of  view.  Here  and  there  over  the  surface 
of  the  liver  and  kidneys  a  few  miliary  tubercles  were  to  be 
seen  and  also  in  the  spleen.  Sections  of  the  liver  stained  a 
mahogany  colour  with  Lugol's  iodine  solution,  and  when 
subsequently  treated  with  sulphuric  acid  yielded  a  bluish 
colour.  The  spleen  was  b\it  slightly  enlarged,  with  mere 
traces  of  amyloid  material  distributed  here  and  there 
through  the  pulp.  The  amyloid  change  was  more  pro- 
nounced in  the  kidneys,  showing  up  in  sections  stained  with 
methyl  violet. 

Professor  Mettam  referred  to  cases  of  amyloid  disease 
met  with  in  the  lower  animals.  It  was  by  no  means 
imcommon    in    his    experience    to    find    this    disease    in    a 
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certain  iiiiniher  of  cases  in  connection  with  tubercle.  It 
was  also  occasionally  met  with  in  the  horse,  often  without 
anything  to  account  for  it.  The  clinical  history  in  such  cases 
was  usually  that  the  horse  died  suddenly  with  symptoms  of 
rupt^lred  liver,  and  amyloid  disease  was  found  on  posi- 
mortem  examination.  He  mentioned  that  amyloid  disease 
was  not  at  all  uncommon  in  animals  used  for  the  production 
of  anti-toxic  serum,  and  he  suggested  that  its  origin 
appeared  to  be  toxic.  It  was  remarkable  that  the  amyloid 
infiltration  occurred  generally  in  the  walls  of  the  smaller 
vessels.  He  would  like  to  know  if  the  condition  was  a 
diffuse  one,  or  was  the  spleen  of  the  sago  type.  He  in- 
quired if  an  extended  examination  of  the  tissues  was  made 
to  ascertain  if  there  were  any  deposits  in  the  heart,  tongue, 
or  other  organs.  He  also  inquired  if  any  deposits  were 
found  in  the  central  nervous  system,  and  whether  any 
change  had  been  observed  in  articular  or  other  cartilages. 

Dr.  Boxwell  said  there  was  not  much  disease  in  the 
spleen,  and  what  was  there  was  diffuse.  Microscopic  sec- 
tions were  not  made  of  the  heart,  nor  was  the  central 
nervous  system  examined. 

Post-mortem  examinations  were  strictly  limited,  and 
thorough  investigation  of  the  points  raised  by  Professor 
Mettam  on  the  average  hospital  patient  was  impossible. 

Sir  John  Moore,  in  replying  to  the  remarks,  said  the 
intestines  were  examined,  but  were  not  found  to  be  mate- 
rially altered.  The  heart  was  singularly  small,  but  other- 
wise apparently  healthy.  The  spleen  was  not  a  character- 
istic sago  spleen.  The  lesion  in  the  hip  was  tubercular,  but 
it  was  recognised  that  in  man  amyloid  disease  does  not 
accompany  tubercle  unless  suppuration  took  place,  and  of 
course  there  was  much  suppuration  in  this  case. 

Caivcinoma  nf  the  Larynx. 
Dr.  H.  Stokes  said  that  the  ])atient  from  whom  this  speci- 
men was  taken  was  a  man  who  was  admitted  to  the  Meath 
Hospital  in  a  state  of  delirium  hremens.  Attention  was  drawn 
to  the  fact  that  he  could  not  swallow.  He  ran  a  tempera- 
ture for  about  a  week  and  then  developed  a  cough  with  ex- 
pectoration.     Death    resulted    from    pneumonia    and    heart 
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failure.     On  />osf->;iortt'>;i  examination  an  abscess  was  found 
in  the  larynx  and  tubercle  in  the  lung. 

Professor  A.  C.  O'Sullivan  said  that  both  lungs  were 
tuberculous ;  one  showed  miliary  tuberculosis  and  the  other 
a  large  focus.  The  pharynx  on  the  right  side  showed 
large,  deep  ulcer.  It  was  gangrenous  and  greenish  in  colour 
when  fresh.  On  the  opposite  side  there  were  a  couple  of 
apparently  papillomatous  growths.  The  impression  from  a 
naked  eye  examination  was  that  the  ulceration  was  tuber- 
culous. There  was  great  oedema  of  the  glottis.  It  was  dis- 
covered that  both  sides  of  the  pharynx  were  cancerous.  The 
epithelial  cells  were  deep  down  in  the  fibrous  tissue. 

Tubercle  of  the  Cerebellum. 
Dr.  W.  Boxwell  exhibited  a  specimen  of  the  above,  which 
was  taken  from  a  boy,  aged  ten  years,  the  only  child  of  a 
father  dead  of  phthisis.  He  was  admitted  to  the  medical 
wards  for  observation  on  the  15th  of  January,  1913,  having 
a  somewhat  vague  history  of  headache,  vomiting,  and  de- 
fective sight.  He  was  a  well-developed,  intelligent  child, 
and  explained  that  he  had  had  severe  headache  at  fairly 
frequent  intervals,  but  that  vomiting  came  on  when  play- 
ing or  romping,  rather  than  after  food,  or  when  at  rest. 

On  physical  examination  his  gait  was  found  to  be  strutting 
in  character,  with  some  ataxia,  but  without  tendency  to  reel 
to  one  or  other  side.  The  jerks  were  variable,  but  generally 
increased,  especially  in  the  right  leg,  and  a  clonus  could 
sometimes  be  developed.  The  plantar  reflexes  were  also 
variable,  sometimes  quite  active,  at  other  times  absent. 
The  abdominal  reflexes  were  present,  the  right  cremasteric 
generally  absent.  Nystagmus  was  marked.  Sight  for 
distant  objects  was  bad.  There  was  no  complaint  of  vertigo, 
no  history  of  fits,  and  there  was  no  tremor.  His  hearing 
was  good.  His  pupils  were  large  and  even,  tongue  normal. 
On  the  1st  of  February,  after  getting  out  of  bed,  he  became 
giddy  and  fell,  and  about  this  time  he  had  his  first  and  only 
attack  of  vomiting.  On  the  4th  of  February  a  "lower 
neuron  "  paralysis  of  the  left  fascial  nerve  set  in,  followed 
on  the  8th  of  February  by  deafness  in  the  left  ear.  At  this 
stage     Dr.     Euphan     INIaxwell     kindly    examined    his     eye 
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grounds,  and  reported  "  doulde-choked  disc,"  with  atrophy 
in  the  left  eye."  On  tlie  0th  of  February  lie  had  an  attack 
of  convulsions.  The  diagnosis  of  a  growth  of  some  sort, 
probably  tubercular,  situated  in  the  left  lobe  of  the  cere- 
bellum, was  now  made. 

A  decompression  operation,  with  a  view  to  saAing  his 
sight  was  now  undertaken  by  Mr.  Willian  Taylor,  but  the 
child  never  quite  recovered  from  the  shock  of  the  o])ei-ation, 
and  died  two  days  after. 

A  large  tubercular  mass,  one  and  a  quarter  inches  in 
diameter,  M^as  found  at  the  pod-vioitcin ,  occupying  the  left 
lobe  of  the  cerebellum,  and  displacing  the  right  lobe  con- 
siderably to  the  right  side.  No  other  evidence  of  tuber- 
culosis was  found. 

FatlioJogical  Report   of  the   Rotunda  Ho>;pitaI. 
Dr.  Kowlette  read  the  above.     See  page  421,  ante. 


Fndaij,    May    30,    1913. 

The  PREsmENT  in  the  Chair. 

Congenital  Saeral  Tmnours. 
Dr.  0 'Kelly  read  a  paper  on  the  al)ove,  which  was  illus- 
trated by  lantern  slides.     See  page  429,   ante. 

Innom inatc  Anc u rys in . 
Dr.  Parsons  and  Dr.  A.  Stokes. 

Dr.  Parsons  said  the  patient  was  a  painter.  He  was  ad- 
mitted to  hospital  complaining  of  painful  swelling  in  his 
neck.  About  May,  1912,  a  tender  swelling  about  the  size 
of  a  marble  Vvas  noticed  about  the  middle  of  his  collar  bone. 
Shortly  afterwards  he  had  a  sore  throat,  and  lost  his  voice, 
but  had  no  difficulty  ii\  swallowing.  This  was  followed  by 
tenderness  at  the  shoulder,  and  a  pain  of  a  sharp,  shooting 
nature  ran  up  along  his  neck  behind  the  ear.  On  the  18th 
of  ^larch,  1913,  tliere  was  complete  abductor  and  adductor 
paralysis  of  the  I'ight  recuiTent  lai-yngt'al  nerve.  The  riglit 
arytenoid  and  vocal  cord  remained  perfectly  imiiiol)ilL'  on 
I'espiration  and    vocalisation,    and    the   riglit   vocal    cord    was 
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slightly  more   ijroiiiineiit   than   the   left,    and   the   true   vocal 
on  the  right  side  also  appeared  rounded  or  thickened. 

The  tumour  increased  with  extraordinary  rapidity,  and  the 
patient  succumbed  six  weeks  after  admission.  Examina- 
tion of  the  blood  gaA'e  a  well-marked  positive  Wassermann. 

Ruptured    TJninicic    Aneunjsiu . 

Dr.  Boxwell  showed  a  si)ecime)i  which  was  taken  from  a 
man  aged  fifty. 

Post-tncxrtem  examination  showed  the  left  lung  bound  up 
by  adhesions,  and  an  aneurysm,  which  was  adherent  to  the 
pleura,  had  burst  into  the  substance  of  the  left  lung.  It 
had  also  eroded  the  vertebrae.  The  specimen  showed  that 
the  rupture  of  an  aneurysm  is  not  necessarily  attended  with 
a  very  sudden  termination  of  life. 

i  Maligna n t    Endoca rditis. 

Dr.  T.  G.  Moorhead  and  Dr.  A.  Stokes  showed  a  speci- 
men from  a  man,  aged  about  thirty,  who  came  to  the 
dispensary  complaining  of  pain  in  the  abdomen.  No  cause 
could  be  found  for  the  pain,  but  an  examination  of  the 
heart  discovered  a  double  aortic  murmur.  He  was  admitted 
to  hospital  and  died  next  morning.  The  patient  was  in  the 
habit  of  drinking  to  excess,  and  had  a  distended  stomach. 
The  urine  contained  albumen  and  tube  casts. 

Post-mortem  examination  showed  the  lungs  to  be  normal, 
but  there  was  densely  adherent  pericarditis.  The  heart  was 
very  much  enlarged,  the  right  side  was  normal,  but  the  left 
side  showed  ulcerative  endocarditis  of  the  valves.  There 
was  a  certain  amount  of  underlying  chronic  endocarditis, 
and  the  valves  were  calcified  and  hard. 

A  pure  culture  from  the  valves  gave  a  cross  between 
streptococcus  and  pneumococcus.  One  of  the  branches  of 
the  mesenteric  artery  had  a  double  aneurysm  on  it. 

Tumour  of  the   Mesentery. 

Dr.  H.  de  L.  Crawford  said  the  patient  from  whom  the 
tumour  was  taken  was  a  woman  of  sixty-two.  She  com- 
plained of  tumour  in  the  pelvis,  which  was  going  on  for 
about  a  year.     It  grew  steadily  from  the  time  it  was  first 
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noticed.  She  was  troubled  witli  constipation,  which  got 
steadily  worse,  and  occasionally  vomited  when  she  took 
solid  food. 

The  diagnosis  was  not  clear  before  operation.  On  opening 
the  abdomen  a  tumour  was  found  which  was  freely  movable 
and  easily  removed.  There  was  a  large  hole  in  the  gut, 
communicating  with  the  tumour.  Sections  of  the  tumoin- 
showed  that  it  was  a  round-celled  sarcoma.  He  suggested 
that  the  hole  was  an  ulcer  due  to  the  tumour  penetrating 
the  wall  of  the  gut  at  that  point. 

Congenital    Cystic    Kidneys. 

Dr.  H.  Stokes  showed  two  specimens  from  a  patient, 
aged  twenty-eight.  The  kidneys  weighed  81bs.  and  91bs. 
respectively,  and  Dr.  T.  T.  O'Farrell  showed  two  speci- 
mens from  a  i^atient,  aged  twenty-nine,  which  weighed 
21bs.  6oz.  and  51bs. 

Concjenita]  Cystic  Kidney  froni   a   Calf. 

Professor  ^Iettam  showed  a  specimen  of  cystic  kidney  re- 
moved from  a  calf.  When  fresh  the  kidney  had  the  appear- 
ance of  a  huge  frog  spawn. 

Actino-haciUiosis. 

Professor  jMettam  showed  a  specimen  of  actino-bacilliosis 
of  the  ox's  tongue.  He  said  the  organism  was  a  small  non- 
gram  staining  one,  which  was  easily  grown,  and  when  it 
was  inoculated  into  oxen  developed  large  clubs.  In  actino- 
bacilliosis  there  was  a  tendency  to  jjus-formation. 

He  also  showed  a  tumour  taken  from  a  pig  in  wliieli  there 
appeared  to  be  a  runnber  of  Jiecrotic  sinuses  which  were 
softened  sinuses  containing  pus  and  streptotrix. 


SECTION    OF    STATE    MEDICINE. 


THE  SANATORIUM  BENEFIT  IN  IRELAND. 

By  EOBEET  J.   EOWLETTE,    M.D.,  F.E.C.P.I. ; 

Physician  to  Jervis  Street  Hospital,  Dublin. 

[Read  in  the  Section  of  State  Medicine,  January  17,  1913  ] 

The  National  Insurance  Act  has  inaugurated  a  new 
movement  against  tuberculosis,  and  it  is  of  the  utmost 
importance  that  the  movement  should  be  directed  on  right 
lines.  Without  the  hearty  co-operation  of  the  medical 
profession  this  is  impossible,  and  it  is,  in  the  first  place, 
necessary  that  we  should  carefully  study  the  opportunity 
now  open  to  us,  and  consider  in  what  way  we  can  best 
assist  in  this  important  work. 

Let  me  say  as  preface  that  as  regards  this  benefit, 
neither  in  the  Act  itself,  nor  in  the  regulations  yet  issued, 
nor  in  the  line  of  action  officially  recommended,  is  there 
anything  to  which  we  as  a  profession  have  any  cause  of 
objection.  The  benefit  can  be  administered  in  a  manner 
consonant  with  our  professional  wishes,  and  if  it  fails  to 
be  so  administered,  much  of  the  responsibility  will  rest 
on  our  own  apathy  and  carelessness. 

The  sanatorium  benefit,  so  called,  is,  as  regards  Ireland, 
the  first  benefit  provided  under  the  National  Insurance 
Act.  It  is  defined  (Section  8  (1)  (b)  as  "  treatment  in 
sanatoria  or  other  institutions  or  otherwise  when  suffering 
from  tuberculosis,  or  such  other  diseases  as  the  Local 
Government  Board,  with  the  approval  of  the  Treasury, 
may  appoint."  It  is  to  be  noted,  in  the  first  instance,  that 
T.  2  F 
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the  benefit  is  not  confined,  as  the  name  unfortunately  sug- 
gests, to  sanatorium  treatment.  The  treatment  is  to  be  in 
sanatoriums  or  other  institutions  or  otherwise  ;  that  is  to 
say,  it  may  be  of  any  kind  thought  proper.  In  the  second 
place,  the  benefit  may  be  extended  to  the  treatment  of 
other  diseases  than  tuberculosis,  if  the  Local  Government 
Board  think  fit.  No  suggestion  of  such  extension  has, 
however,  yet  been  made,  nor  is  any  extension  likely  to  be 
made,  in  the  immediate  future.  We  may,  therefore,  at 
present  discuss  the  benefit  as  if  it  were  solely  concerned 
with  the  treatment  of  tuberculosis. 

The  administration  of  the  sanatorium  benefit  is  in  the 
hands  of  the  Insurance  Committees,  the  Societies  having 
no  share  in  it.  The  institutions  patronised  by  the  In- 
surance Committees,  and  the  extra-institutional  treatment 
provided,  must  be  approved  by  the  Local  Government 
Board,  and  all  the  arrangements  must  be  made  to  the 
satisfaction  of  the  Insurance  Commissioners. 

To  meet  the  expenses  of  the  sanatorium  benefit,  the  In- 
surance Committee  will  have  an  annual  income  of  Is.  3d. 
for  each  insured  person  in  its  district.  It  is  roughly 
estimated  that  for  the  City  of  Dublin  this  will  work  out 
in  the  present  year  as  £3,175.  This  sum  may  be 
augmented  by  grants  from  local  authorities. 

An  insured  person  is  not  entitled  to  sanatorium  benefit 
unless  the  Insurance  Committee  recommend  him  for  such 
benefit.  The  benefit  may  be  extended  at  the  will  of  the 
Insurance  Committee  to  the  dependents  of  insured  persons, 
or  any  particular  class  of  such  dependents.  If  the  Insur- 
ance Committee  thus  extend  the  benefit  to  dependents, 
and  find  their  income  insufficient  to  meet  the  expenses, 
the  County  or  County  Borough  Council  on  the  one  hand 
and  the  Treasurv  on  the  other  mav  between  them  con- 
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tribute  the  deficit.     This  is  a  brief  summing  up  of   the 
clauses  of  the  Act  dealing  with  sanatorium  benefit. 

Let  us  next  consider  the  machinery  by  which  the  benefit 
is  administered.  An  insured  person,  beheving  him- 
self to  be  suffering  from  tuberculosis,  obtains  from  the 
clerk  of  the  Insurance  Committee  of  his  area  a  form  of 
application  and  a  form  for  medical  report.  He  fills  his 
application,  and  his  ordinary  medical  attendant  fills  the 
medical  report.  These  forms,  together  with  evidence  of 
the  claimant  being  an  insured  person,  or  a  dependent,  as 
the  case  may  be,  are  forwarded  to  the  Insurance  Com- 
mittee. If  the  Insurance  Committee  recommend  the 
patient  for  benefit,  the  medical  report  is  sent  to  the 
medical  adviser  of  the  Committee,  who  in  most  cases  ex- 
amines the  patient,  and  whose  duty  it  is  to  recommend 
the  form  of  treatment  he  thinks  advisable.  That  is  to 
say,  he  advises  whether  the  case  is  one  for  institutional  or 
extra-institutional  treatment,  and  if  for  institutional, 
whether  it  is  one  for  a  sanatorium,  a  surgical  hospital,  a 
dispensary,  or  any  other  institution.  On  the  advice  of  the 
medical  adviser  the  Insurance  Committee  gives  the  order 
as  to  the  particular  treatment  to  be  followed. 

It  is  to  be  noted  that  the  Insurance  Committee,  though 
the  body  responsible  for  the  administration  of  the  benefit, 
cannot  itself  provide  treatment.  It  can  only  make 
arrangements  with  persons  or  local  authorities  undertaking 
treatment.  Moreover,  the  manner  of  the  treatment  must 
be  approved  by  the  Local  Government  Board. 

The  unfortunate  term  "  sanatorium  "  in  the  statutory 
name  of  the  benefit  has  misled  the  public,  many  members 
of  the  profession,  and  not  a  few  of  the  officials,  into 
imagining  that  the  object  of  the  benefit  is  to  send  patients 
to  sanatoriums.     It  cannot  be  borne  too  clearly  in  mind 
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that  sanatorium  treatment  is  only  one  part,  and  neces- 
sarily a  small  part,  of  the  sanatorium  benefit.  It  is  open 
to  Insurance  Committees,  within  the  funds  at  their  dis- 
posal, to  give  whatever  treatment  Modern  Medicine 
thinks  advisable.  In  the  direction  of  this  treatment  great 
responsibility  rests  with  the  medical  advisers  of  the  In- 
surance Committees. 

No  one  maintains  nowadays  that  residence  in  a  sana- 
torium is  the  best  form  of  treatment  for  every  case  of 
phthisis,  much  less  for  the  various  other  forms  of  tuber- 
culosis. Nevertheless,  in  our  present  state  of  knowledge 
many  cases  are  best  treated  in  sanatoriums,  and  the  supply 
of  sanatoriums  and  other  special  institutions  is  in  Ireland 
somewhat  deficient. 

Under  the  Tuberculosis  Act  of  1908,  local  authorities 
were  empowerd  to  strike  a  rate  for  the  provision 
of  hospitals  or  dispensaries  for  the  treatment  of  tuber- 
culosis of  any  form.  Only  two  or  three  sanatoriums  have 
been  provided  under  this  Act,  and  no  isolation  hospital.  In 
order  to  encourage  County  and  County  Borough  Councils 
to  use  their  powers  in  this  direction,  the  Treasury  last 
year  promised  a  sum  of  £145,000  to  assist  in  the  provision 
of  the  requisite  institutions.  Before  any  of  the  public 
bodies  concerned  had  realised  their  interest  in  the  matter, 
it  was  announced  that  the  Local  Government  Board,  with 
whom  rested  the  responsibility  for  distribution,  had  handed 
£25,000  to  an  irresponsible  philanthropic  association.  It 
is  not  clear  as  yet  how  far  this  astonishing  diversion  of 
public  funds  will  hamper  the  local  authorities  in  their 
duties  to  the  tuberculous  of  their  districts.  In  spite  of  this, 
the  grant  from  the  Treasury  is  having  its  effects  in  encourag- 
ing the  County  Councils  to  provide  sanatoriums,  though 
not  the  more  necessary  isolation  hospitals.     It  is  obvious 
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that  until  institutions  are  provided,  the  Insurance  Com- 
mittees are  somewhat  hampered  in  making  arrangements 
for  the  treatment  of  the  beneficiaries.  The  Insurance 
Committees  can,  of  course,  make  their  arrangements 
either  with  local  authorities  or  with  other  persons  or 
bodies,  other  than  Poor  Law  Authorities,  who  can  give 
them  the  facilities  they  require.  Any  practical  scheme 
for  the  future,  however,  presupposes  a  close  co-operation 
between  the  Insurance  Committee  and  the  County  or 
County  Borough  Council.  The  local  authorities  should 
provide  institutions  for  the  treatment  of  tuberculosis 
generally.  The  Insurance  Committee  can  then  bargain 
with  them  for  the  treatment  of  those  who  have  been 
recommended  for  the  sanatorium  benefit. 

Following,  in  the  main,  the  lines  of  the  Interim  Eeport 
of  the  Departmental  Committee  on  Tuberculosis,  I  pro- 
ceed to  sketch  the  scheme  suggested. 

The  chief  executive  officer  of  the  local  authority  will  be 
the  "  chief  tuberculosis  officer,"  and  it  is  anticipated  that 
he  will  act  as  medical  adviser  to  the  Insurance  Committee. 

The  centre  of  any  scheme  is  the  tuberculosis  dispensary. 
In  each  county  area  there  should  be  one  central  dispen- 
sary, and  a  number  of  branch  dispensaries.  It  is  a  matter 
worth  considering  whether  in  Dublin  some  of  the  general 
hospitals  might  not  conduct  tuberculosis  dispensaries  in 
their  out-patient  departments.  The  dispensary  w^ill  act  as 
the  receiving  house  and  centre  of  diagnosis,  as  a  clearing 
house,  as  a  centre  for  curative  treatment,  as  a  centre  for 
after-care,  and  as  an  information  bureau  and  educational 
centre. 

The  chief  tuberculosis  officer  will  in  most  cases  be  the 
superintendent  of  the  central  dispensary,  and  will  exercise 
a  supervision  over  the  other  dispensaries.     He  should  be 
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assisted  preferably  by  whole-lime  officers,  but  in  the  case 
of  the  smaller  dispensaries  the  assistance  may  be  more 
readily  given  by  medical  men  of  the  neighbourhood.  The 
dispensary  officers,  as  such,  should  undertake  no  home 
treatment,  but  they  should  be  available  for  consultation 
with  practitioners.  No  patient  should  be  received  at  the 
dispensary  except  on  the  recommendation  of  a  practi- 
tioner. 

Though  the  entire  system  centres  round  the  dispensary, 
the  essential  part  of  the  tuberculosis  work  must  be  the 
home  treatment.  I  am  glad  to  find  this  point  urged  by 
Sir  John  Moore  in  his  paper  in  the  January  number  of 
The  Practitioner.  The  majority  of  people  suffering  from 
tuberculosis  are  competent  to  do  some  work,  and  but  few 
of  them  can  afford  to  leave  their  work  altogether.  Some 
of  them  will  have  been  in  institutions  and  have  returned 
home.  This  home  life  must  be  under  constant  supervision, 
even  more  for  the  sake  of  their  associates  than  for  their 
ow^n.  This  supervision  must  be  in  the  hands  of  those  who 
know  them  and  their  conditions  of  life;  in  a  word,  in  the 
hands  of  the  general  practitioner  or  family  doctor. 

From  another  point  of  view,  it  is  all-important  to  in- 
terest the  general  jDractitioner  in  the  campaign.  This  can 
only  be  done  by  entrusting  him  with  a  definite  share  in 
the  work — work,  too,  which  he  can  do  best.  It  is  satis- 
factory to  find  that  the  Departmental  Committee  insist 
strongly  on  this  point.  In  Great  Britain,  the  Chancellor 
of  the  Exchequer  has  promised  to  ear-mark — as  remunera- 
tion for  the  practitioner — 6d.  of  the  Is.  3d.  applicable  to 
the  entire  benefit,  but,  for  some  unknown  reason,  he  has 
not  applied  this  condition  to  Ireland.  The  practitioner 
must  feel  himself  free  to  avail  himself,  wdien  he  thinks 
fit,  of  the  assistance  of  the  tuberculosis  officer,  or  dispen- 
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sary  staff,  either  in  a  conjoint  visit  to  the  patient's  home, 
or  by  sending  the  patient  to  the  dispensary. 

We  next  come  to  the  function  of  the  sanatorium  itself. 
Its  utility  will  be,  as  at  present,  tor  patients  in  the  earlier 
stages  of  pulmonary  disease.     The  cases  for  sanatorium 
treatment  must  be  carefully  chosen.     Only  those  likely 
to  benefit  should  be  sent,  as  otherwise  much  needed  money 
will  be  uselessly  spent.     On  the  return  of  patients  from 
the  sanatorium,  they  must  be  put  under  the  care  of  their 
medical    attendant,    who    will    carry    out   the    treatment 
suggested  in  consultation  by  the  chief  tuberculosis  officer. 
For  other  than  puUnonary  cases  provision  has  also  to  be 
made  in   institutions.      Many    patients    require    surgical 
treatment  such  as  can  be  given  only  in  a  surgical  hospital. 
It  is  here  that  our  general  hospitals  can  give  most  help. 
There  are,  of  course,  some  medical  conditions  for  which 
they  can  also  cater.     I  am  glad  to  know  that  several  of  the 
Dublin  hospitals  have  expressed  their  willingness  to  assist 
Insurance  Committees  by  placing  at  their  disposal  a  cer- 
tain number  of  beds  at  a  reasonable  rate  for  maintenance. 
The  last  of  the  series  of  institutions  concerned  in  the 
treatment  of  tuberculosis  is  by  no  means  the  least  im- 
portant—the isolation  hospital  or  home  for  incurable  cases. 
Even  with  the  most  careful  system  of  home  treatment, 
patients  will  be  encountered  who  cannot  be  comfortably 
cared  for  at  home,  who  are  a  positive  danger  to  their 
associates,  and  who  are  past  hope  of  cure.     There  is  at 
present  no  provision  whatever  for  them,  outside  a  few  beds 
in  two  homes  in  Dublin.     As  far  as  I  can  learn  no  County 
or  County  Borough  Council  has,  as  yet,  considered  making 
provision  for  them,  though  from  the  point  of  view  of  the 
public  health,  the  advanced  cases  are  the  most  important 
class   to   control.     It    is  the  urgent   duty   of   the    Local 
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Gov^nment  Board  to  insist  that  a  fair  proportion  of  the 
£145,000  of  the  Treasury  Grant  should  be  devoted  to  pro- 
vision for  advanced  cases,  and  it  is  also  the  duty  of  the 
Insurance  Commissioners  to  press  the  matter. 

I  have  endeavoured,  as  briefly  as  possible,  to  sketch  the 
outlines  of  the  work  which  may  be  undertaken  in  associa- 
tion with  the  administration  of  the  sanatorium  benefit 
I  have  dwelt  on  the  elementary  principles  because  I  be- 
lieve that  up  to  the  present  comparatively  few  have 
troubled  to  understand  them.  If  1  have  dealt  with  matters 
familiar  to  many  of  you,  I  can  only  offer  my  apologies. 
My  wish  has  been  rather  to  show  what  may  be  done 
than  to  dwell  on  the  practical  difficulties  which  have 
already  arisen  or  are  likely  soon  to  arise.  Various  legal 
points  of  construction  of  the  Act,  unexpected  hitches  from 
awkward  phrasing,  misunderstandings  as  to  the  relative 
functions  of  the  Insurance  Committees  and  the  Local 
Authorities — these  and  various  other  points  may  hinder 
smooth  working  for  the  present.  All  such  difficulties  are, 
however,  capable  of  being  cleared  away  if  all  concerned 
are  anxious  to  further  the  work.  Most  necessary  of  all 
is  the  hearty  co-operation  of  the  members  of  every  rank 
of  our  Profession. 


Dr.  T.  J.  Crowe  said  it  was  the  original  idea  in  the  work- 
ing of  dispensaries  that  the  contacts  should  be  examined, 
but  under  the  conditions  that  every  case  must  have  its  own 
practitioner  he  could  not  see  how  the  original  idea  was  to  be 
earned  out,  as  the  dispensary  was  to  be  only  a  place  for  con- 
sultation. So  far  as  the  treatment  in  Dublin  has  gone,  most 
of  the  cases  have  just  been  sent  up  by  the  practitioners  with 
letters  asking  them  to  be  dealt  with,  and  the  rules  laid  down 
forbid  the  tuberculosis  officer  doing  so.     There  were  a  tre- 
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mendous  number  of  advanced  cases  on  the  books,  and  what 
was  going  to  be  done  with  them  he  was  at  a  loss  to  know. 

Dr.  Patrick  Heffernan  said  that  there  seemed  to  be  a 
great  diversity  of  opinion  as  to  domicihary  treatment,  and  if 
the  question  came  within  the  scope  of  the  paper  he  would 
like  to  have  a  definition  of  what  this  treatment  really  meant. 

Sir  John  Moore  said  that  the  remarks  made  by  Dr. 
Crowe  showed  the  precious  pickle  into  which  the  Insurance 
Act  had  landed  them  with  regard  to  tuberculosis.  Attention 
had  been  drawn  to  the  fact  that  provision  was  made  in  the 
Act  for  extension  of  "  sanatorium  benefit  "  to  diseases  other 
than  tuberculosis,  and  in  this  connection  he  pointed  out 
that  although  pneumonia  was  a  disease  which  killed  between 
40,000  and  50,000  people  in  England  and  Wales  alone  every 
year,  there  is  no  notification  or  sanatorium  treatment  pro- 
vided in  the  United  Kingdom  for  patients  suffering  from  it. 
With  regard  to  the  advanced  cases  of  tuberculosis  the  con- 
ditions were  deplorable,  and  the  Act  had  made  no  provision 
for  them.  If  the  Insurance  Act  provides  for  the  remunera- 
tion of  medical  officers  in  connection  with  the  tuberculosis 
sections  of  the  Act  he  thought  the  honorary  staffs  of 
hospitals  should  not  consent  to  work  those  sections  of  the 
Act  without  fair  remuneration. 

Dr.  Crofton  said  that  with  regard  to  the  quality  of  the 
experts  it  appeared  to  him  to  be  a  difficult  matter,  especially 
at  present  when  there  was  so  much  diversity  of  opinion  as 
to  the  best  way  to  deal  with  these  cases.  He  considered  that 
much  advance  would  not  be  made  in  the  treatment  of  the 
disease  until  institutions  are  provided  completely  equipped 
and  having  whole-time  men  at  the  head  of  them  and  whole- 
time  assistants  as  in  Germany.  It  was  unreasonable  to  sup- 
pose that  statistics  which  would  impress  practitioners  with 
results  can  be  produced  until  this  is  done. 

Dr.  M' Donald  referred  to  his  experience  in  a  couple  of 
cases  which  were  sent  to  him  for  examination  under  the  Act. 
He  did  not  wish  to  examine  patients  apart  from  the  prac- 
titioner in  attendance,  but  the  Commissioners  insisted  on 
his  doing  so.  As  the  position  was  a  delicate  one  he  asked 
for  advice  as  to  the  course  to  be  taken. 

Dr.  Law  said  that  he  thought  the  paper  had  shown  how 
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confused  the  Act  was  and  liow  ill  thought  out.  He  con- 
sidered it  of  the  greatest  importance  that  every  case  should 
be  notified.  He  could  not  see  how  the  expense  of  treatment 
was  going  to  be  met  out  of  the  money  available.  Amongst 
the  poorer  classes  advanced  cases  were  an  imminent  danger 
to  the  whole  community,  and  the  ideal  way  of  dealing  with 
such  appeared  to  him  to  be  compulsory  segregation. 

The  Chaikman  said  that  something  had  been  learned  from 
the  paper  not  only  of  the  dititiculties  in  working  the  Act  but 
also  of  the  way  in  which  it  is  proposed  to  work  it.  It  was  a 
matter  of  the  greatest  importance  that  they  should  under- 
stand this  section  of  the  Act  and  endeavour  to  make  it  a 
success.  It  was  easy  to  cavil  at  the  weak  places  in  the  Act, 
but  he  thought  if  the  medical  profession  joined  whole- 
heartedly it  would  do  a  great  deal  to  stamp  out  the  disease 
in  this  country.  The  difficulty  in  the  past  was  the  treatment 
of  bread-winners,  when  it  practically  meant  the  breaking  up 
of  the  family,  but  under  the  present  Act  this  difficulty  will 
in  part  at  least  be  removed.  In  the  past  when  a  patient  was 
met  with  in  which  there  was  hope  for  improvement  he  per- 
haps could  not  afford  to  undergo  the  treatment.  He  trusted, 
therefore,  that  they  would  all  continue  to  do  what  they  had 
been  doing  in  the  past 

Dr.  Kowlette,  in  replying,  said  he  would  like  to  associate 
himself  with  the  appeal  that  they  should  do  their  best  under 
the  Act,  as  he  thought  much  good  could  be  done.  As  to  the 
question  of  the  dispensary  doing  more  than  consultative  work 
every  effort  would  have  to  be  made  to  confine  dispensary 
officers  to  consultation  work,  as  otherwise  difficulties  would 
arise  with  other  practitioners;  but  he  saw  no  reason  why 
one  of  the  dispensary  staff  should  not  go  in  consultation 
to  the  home  of  the  patients  to  examine  contacts.  With 
reference  to  domiciliary  treatment  he  thought  that,  applying 
the  term  in  the  most  obvious  way,  it  would  mean  whatever 
treatment  could  be  carried  out  in  the  home  of  the  patient. 
The  necessity  for  provision  for  advanced  cases  seemed  the 
most  important  point  of  all,  and  so  far  as  could  be  seen 
County  Councils  are  rushing  into  provision  of  sanatoriums 
and  taking  no  care  whatever  of  the  advanced  cases.  As  to 
treatment  he  pointed  out  that  no  general  practitioner  could 
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be  employed  to  attend  his  own  patient  without  the  manner 
of  treatment  being  approved  by  the  Local  Government 
Board.  Kef  erring  to  the  question  of  finance,  the  amount 
available  for  sanatorium  benefit  for  the  city  of  Dubhn 
would  be  about  £3,000.  The  Corporation  would  have  power  to 
levy  a  Id.  rate,  which  would  bring  about  £4,000,  and  if  this 
was  done  the  Treasury  would  add  a  further  £4,000,  making 
the  total  for  providing  treatment  £11,000.  He  agreed  with 
Sir  John  T^Ioore  that  the  staffs  of  general  hospitals  were  not 
bound  to  give  their  services  free  to  patients  whose  treatment 
was  undertaken  by  the  State.  He  advised  Dr.  M' Donald  to 
take  the  advice  of  the  Conjoint  Committee  on  the  point 
raised  by  him.  As  to  what  constituted  treatment  under  the 
Act  there  was  great  diiftculty  in  ascertaining  the  point. 
Food  supplied  on  a  doctor's  order  was  at  first  held  not  to  be 
treatment,  but  it  had  since  been  held  to  be  treatment. 
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THE  MENTAL  DEITCIENCY  BILL  AND  ITS  PRO- 
POSED EXTENSION  TO  IRELAND. 

By  WM.  E.  DAWSON,  M.D.,  D.P.H.  Duel.,  F.R.C.P.I.  ; 

H.  M.  Inspector  of  Luuatic  Asylums  for  Ireland  ; 
[Read  in  the  Bection  of  State  Medicine,  January  17,  1913.] 

Ever  since  the  publication  of  the  Report  of  the  Royal 
Commission  on  the  Care  and  Control  of  the  Feeble-minded 
it  has  been  the  hope  of  those  who  have  at  heart  the  welfare 
of  the  mentally  deficient  that  legislation  would  be  intro- 
duced by  Government  to  give  effect  to  the  recommendations 
of  that  Report.  As  time  went  on,  however,  and  no  such 
action  was  taken,  a  short  Bill  was  introduced  under  the 
auspices  of  the  National  Association  for  the  Feeble-minded 
and  of  the  Eugenics  Education  Society,  which  was  read  a 
first  time  on  February  19th,  1912,  and  has  now  passed  the 
Committee  stage.  This,  which  is  entitled  the  Feeble- 
minded Persons  {Control)  Bill,  was  followed  on  April  15th 
last  by  a  long  and  ambitious  measure —  the  Mental  Deject 
Bill — supported  by  the  Charity  Organisation  Society,  and 
covering  the  whole  ground  dealt  with  by  the  recommenda- 
tions of  the  Royal  Commission.  Finally,  on  May  16th, 
1912,  the  Government  introduced  the  Mental  Deficiency 
Bill.  This  was  read  a  second  time  on  July  19th,  1912,  and 
was  referred  to  Standing  Committee  B,  which  met  sixteen 
times,  but,  owing  chiefly  to  the  obstructionist  tactics  pur- 
sued by  two  members,  succeeded  in  dealing  with  only  seven 
clauses  out  of  a  total  of  sixty-eight.  These,  however,  are 
the  most  important  of  the  Bill,  and  on  December  3rd  the 
amended  clauses  were  ordered  to  be   printed  as  a  short 
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separate  Bill  in  order  that  they  might  be  reported  to  the 
House.  Owing  to  the  congested  state  of  Parliamentary 
time,  however,  the  Government  decided  to  postpone  the 
measure,  and  the  report  stage  was  not  taken;  but  a  pro- 
mise was  given  that  the  same,  or  a  similar,  measure  would 
be  introduced  next  session,  so  that  it  may  be  hoped  that 
all  the  good  work  done  in  Committee  will  not  be  lost,  nor 
all  the  expectations  founded  on  the  introduction  of  the 
Bill  falsified.  All  the  three  measures  above  men- 
tioned were  in  the  first  instance  made  applicable  to 
England  and  Wales  only,  and  this  is  still  the  position  as 
regards  the  two  jirivate  Bills  ;  but  at  the  time  of  the  first 
reading  of  the  Government  Bill  action  was  taken  by  the 
Scottish  authorities,  as  the  result  of  which  Scotland  has 
been  included  in  its  provisions.  Despite  strenuous  efforts 
in  various  quarters,  however,  it  has  not  yet  been  possible 
to  secure  the  extension  of  the  measure  to  Ireland,  notwith- 
standing the  fact  that,  in  contrast  to  both  the  sister 
countries,  Ireland  possesses  no  legal  powers  to  deal  with 
mentally  defective  persons  who  are  not  lunatics,  and  con- 
sequently no  means  of  providing  for  them  except  one  small 
institution— the  Stewart  Institution— which  has  only  room 
for  about  one  hundred.  Yet,  according  to  the  estimate  of 
the  Eoyal  Commission,  there  were  in  this  country  in  1906 
no  less  than  25,415  mentally  defective  persons  outside  of 
the  asylums,  representing  0.62  per  cent,  of  the  population, 
as  against  0.46  per  cent,  of  the  same  class  in  England  ; 
and  whereas  in  the  latter  country  only  45  per  cent,  of  such 
defectives  required  immediate  provision,  in  Ireland  the 
proportion  was  66  per  cent.  The  corresponding  figures  for 
Scotland  were  still  lower  than  those  for  England.  It  is, 
therefore,  most  disappointing  that  the  country  which  is, 
of  the  three,  the  most  urgently  in  need  of  provision  should 
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be  that  one  which  is  expressly  excluded  from  the  scope  of 
the  measure. 

The  amendments  in  Committee  were  of  a  somewhat 
drastic  character,  but  on  the  whole  have  greatly  improved 
the  Bill.    The  clauses  dealt  with  are  as  follows  : — 

Clauses  1  and  2  settle  the  constitution  of  the  central 
authority,  but  wdth  these,  as  they  apply  only  to  England, 
we  have  nothing  to  do. 

Clauses  7,  8,  and  12  apply  to  the  local  authorities  and 
their  duties,  and  will  be  considered  later. 

Clause  17  defines  the  persons  subject  to  be  dealt  with  as 
being  defective. 

Clause  68  gives  the  short  title,  extent,  and  date  of  com- 
mencement of  the  Act. 

The  most  important  clause  is  Clause  17,  which  specifies 
the  persons  subject  to  be  dealt  with  under  the  Bill. 
In  general  it  may  be  stated  that  these  are  mentally 
deficient  persons  who  have  already  come  in  contact  with 
some  department  of  the  law,  whether  criminal-law,  poor-law, 
or  w^hat  not ;  so  that  the  measure  extends  over  only  part 
of  the  ground  covered  by  the  recommendations  of  the  Royal 
Commission.  In  more  detail,  the  provisions  of  the  Bill 
are  applicable  to  such  idiots,  imbeciles,  feeble-minded  per- 
sons, and  moral  imbeciles  as  are  found  neglected,  aban- 
doned, or  cruelly  treated;  or  are  found  guilty  of  any 
offence  ;  or  are  or  may  be  ordered  to  be  sent  to  an  industrial 
school,  or  are  in  a  prison,  reformatory,  industrial  school, 
or  inebriate  reformatory ;  or  are  habitual  drunkards  as 
defined  by  the  Inebriates  Acts ;  or  are  in  receipt  of  poor 
relief  at  the  time  of  giving  birth  to  an  illegitimate  child  : 
or  in  whose  case  such  other  circumstances  exist  as  may 
be  specified  in  regulatfons  to  be  made  by  the  Secretary  of 
State  as  being  circumstances  which  make  such  persons 


By  Dr.  W.  E.   Dawson.  463 

injurious  or  dangerous  to  themselves  or  to  the  community. 
The  appKcation  of  the  last  paragraph  is  safeguarded  by  a 
provision  that  all  such  regulations  must  lie  on  the  table  of 
each  House  of  Parliament  for  thirty  days,  and  may  be 
blocked  by  an  Address  to  His  Majesty  from  either  House 
within  that  time.  Certain  defective  children  dealt  with  by 
the  local  education  authority  under  the  Education  Acts  are 
also  included,  but  as  there  are  no  local  education  authori- 
ties and  no  corresponding  legal  provisions  in  Ireland  this 
paragraph  could  not  be  made  applicable  to  this  country. 

The  first  part  of  Clause  17,  as  above  abstracted,  contains 
a  very  important  amendment.  Paragraph  17  (1)  (e)  in 
the  original  Bill  included  amongst  those  to  be  dealt  with 
defectives  "  in  whose  case  it  is  desirable  in  the  interests 
of  the  community  that  they  should  be  deprived  of  the 
opportunity  of  procreating  children."  This  paragraph  was 
the  cause  of  a  good  deal  of  misgiving,  which  in  certain 
cases  culminated  in  active  opposition,  some  even  taking  the 
absurd  view  that  it  would  open  the  door  to  operative  sterili- 
sation of  the  unlit.  There  can  be  little  doubt  that  the 
original  paragraph  was  too  vague  and  might  have  given 
rise  to  abuses,  and  much  of  the  evil  against  which  it  was 
aimed  can  probably  be  dealt  with  to  a  large  extent  under 
the  paragraph  substituted  for  it  in  the  amended  clause,  to 
which  no  such  exception  can  be  taken,  this  specifying  de- 
fectives ' '  who  are  in  receipt  of  jDoor  relief  at  the  time  of 
giving  birth  to  an  illegitimate  child  or  when  pregnant  of 
such  child."  Indeed,  if  the  remainder  of  the  Bill  is 
properly  administered  the  original  provision  would  be 
unnecessary. 

x\nother  stumbling-block  to  the  weak  was  the  second 
sub-clause  of  Clause  17,  in  which  the  various  forms  of 
mental  defect  to  be  dealt  with  were  defined,  but  these  defi- 
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nitions^  have  now  been  greatly  improved,  and  are  probably 
as  good  as  any  that  can  be  devised  for  their  purpose.  That 
of  "  feeble-minded  persons,"  to  which  most  exception  was 
taken  as  originally  framed,  now  reads  :  — 

"Feeble-minded  persons;  that  is  to  say,  persons  in 
whose  case  there  exists  from  birth  or  from  an  early  age 
mental  defectiveness  not  amounting  to  imbecility,  yet  so 
pronounced  that  they  require  care,  supervision  and  control 
for  their  own  protection  or  for  the  protection  of  others  ;  or, 
in  the  case  of  children,  are  incapable  of  receiving  proper 
benefit  from  the  instruction  in  ordinary  schools." 

It  was  originally  intended  to  include  another  class  of 
defectives — viz.,  that  of  persons  who  have  become  men- 
tally infirm  from  age  or  decay  of  their  faculties.  But  not 
only  does  this  class  differ  from  the  others  in  character,  and 
to  a  large  extent  in  the  provision  required,  but  its  inclu- 
sion would  have  led  to  the  filling  up  of  the  new  institu- 
tions with  senile  dements,  and  so  to  their  diversion  from 
the  primary  object  of  their  creation.  Such  inclusion  would 
also  have  given  rise  to  financial  anomalies  and  to  admin- 
istrative difficulties,  and  on  all  grounds  it  is  a  matter  for 
congratulation  that  it  was  wisely  decided  to  withdraw  the 
class  from  the  scope  of  the  Bill. 

As  regards  the  method  of  dealing  with  defectives  to 
whom  the  provisions  of  the  Bill  are  ap|)licable,  it  need 
only  be  mentioned  that  two  courses  are  open  to  the  judicial 
authority  with  whom  the  decision  rests,  according  to  the 
gravity  of  the  case,  viz.,  detention  in  an  institution  for 
defectives,  '6i  the  ajij^ointment  of  a  suitable  person  as 
guardian. 

The  carrying  into  effect  of  the  provisions  of  the  Bill  is 
to  be  placed  in  the  hands  of  a  central  authority  or  board 
of   control,    and   of    local    authorities    consisting    of    the 
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County  and  Borough  Councils  respectively,  who  are  to  act 
through  committees,  as  is  already  done  in  the  case  of 
asylums.  The  local  authorities  having  ascertained  what 
persons  in  their  district  are  subject  to  be  dealt  with,  are  to 
be  responsible  for  providing  the  necessary  accommodation, 
and  to  arrange  for  guardianship  ;  but  no  obligation  to 
incur  expense  will  be  entailed  unless  one-half  of  the  net 
cost  of  maintenance  is  found  by  Parliament  A  total 
contribution  of  £150,000  per  annum  by  Parliament  is 
authorised,  but  this  is  in  addition  to  payments  made  for 
persons  transferred  from  Government  institutions,  such  as 
prisons,  reformatories,  &c.  ;  this  provision,  however, 
has  not  yet  been  considered  in  Committee. 

Many  of  the  persons  to  be  dealt  with  under  the  Bill  are 
already,  though  unsatisfactorily,  provided  for  in  asylums, 
workhouses,  prisons,  reformatories,  and  other  institutions, 
and,  therefore,  their  transfer  to  establishments  of  the  kind 
contemplated  would  tend  to  lessen  the  expense  of  the  exist- 
ing institutions,  and  as  regards  asylums  to  reduce  the  over- 
crowding which  is  so  very  general;  while,  once  the  new 
institutions  are  established,  the  Imperial  contribution 
would  tend  to  a  relief  of  the  rates.  As  regards  the  numbers 
to  be  provided  for,  it  is  difiicult  to  form  an  estimate  with 
any  degree  of  accuracy.  That  of  the  Eoyal  Commission 
on  the  Feeble-minded  was,  as  has  been  seen,  25,415  for 
the  whole  of  Ireland  in  1906,  but  this  included  the  men- 
tally infirm  not  now  dealt  with  by  the  Bill,  and  estimated 
at  8,900,  and  also  1,200  sane  epileptics,  so  that  if  these 
be  deducted  the  number  of  defectives  outside  of  asylums 
would  be  15 ,315.  If  two-thirds  of  these  require  immediate 
provision,  the  number  may  be  placed  at  approximately 
10,000,  but  this  would  not  include  such  defectives  as  might 
be  transferred  from  asvlums.     It  is  obvious  that  any  pro- 
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portion  of  the  £150,000  likely  to  be  assigned  to  Ireland 
would  go  a  very  short  way  with  such  numbers,  and  it  is 
to  be  hoped  that  when  the  financial  clauses  are  considered 
a  more  liberal  contribution  may  be  decided  on.  In  view  of 
the  opinion  of  the  Koyal  Commission  on  the  Feeble-minded 
also,  and  of  the  peculiar  circumstances  of  the  country,  it 
would  not  be  unreasonable  to  expect  a  special  building 
grant-in-aid  towards  the  establishment  of  the  necessary 
institutions. 

It  has  been  seen  that  the  Bill  by  no  means  covers  all  the 
ground,  and  at  the  worst  will  only  deal  with  a  small  pro- 
portion of  the  mental  defect  of  the  country.  Even  at 
that,  however,  it  will  make  a  beginning  which  other- 
wise is  not  in  sight,  since  there  are  many  other  measures 
required  appealing  much  more  to  the  general  public — 
education,  poor-law  reform,  and  main  drainage  might  be 
instanced — which,  if  this  opportunity  is  lost,  may  crowd 
out  any  legislation  for  the  defective,  perhaps  for  another 
generation ;  and  what  the  supporters  of  the  extension  of 
this  measure  to  Ireland  feel  is  that,  though  the  Bill  may 
have  its  faults,  it  is  far  better  than  nothing,  and  that  if 
this  chance  is  lost  there  may  not  be  another  in  our  time. 
Meanwhile,  hundreds  of  non-insane  defectives  are  being 
left  to  drift  into  lives  of  degradation,  crime,  and  disease, 
and  are  handing  on  their  own  defects,  often  in  aggravated 
degree,  to  their  hapless  and  too  frequently  illegitimate 
offspring,  thus  producing  an  ever  increasing  crop  of  de- 
generacy, and  building  up  an  ever  increasing  burden  of 
expense  to  the  communitv. 


The  Chairman  said  the  matter  had  occupied  the  attention 
of    the    Medico-Psychological    Society    (Irish    Branch)    for 
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a  long  time,  and  they  have  done  a  great  deal  to  urge  the 
extension  of  the  Bill  to  Ireland. 

Dr.  Leeper  said  he  appreciated  the  kind  way  in  which  the 
Irish  Division  of  the  Medico-Psychological  Society  had 
been  referred  to  by  the  Chairman.  No  one,  unless  he  had 
worked  amongst  the  insane  of  Ireland,  would  realise  the  im- 
portance of  this  measure  to  the  country,  because  in  Ireland 
there  was  an  insane  population  which  was  yearly  becoming 
greater,  and  he  felt  that  that  increase  would  go  on  until  such 
a  measure  as  the  one  referred  to  was  introduced.  There  was 
nothing  at  present  being  done  to  stop  the  production  of  the 
insane,  and  before  anything  can  be  done  a  Bill  such  as  the 
one  proposed  must  be  passed.  If  in  order,  he  would  like  to 
propose  the  following  resolution: — "That  the  Section  of 
State  Medicine  of  the  Koyal  Academy  of  Medicine  in  Ireland 
strongly  approves  the  extension  of  the  Mental  Deficiency 
Bill  to  Ireland,  and  recommends  the  Council  of  the  Academy 
to  adopt  this  resolution  and  to  forward  copies  to  the  Chief 
Secretary  for  Ireland,  the  Lord  Chancellor,  and  to  the  Irish 
Members  of  Parliament."  He  considered  that  if  the  Section 
gave  its  support  they  would  be  doing  the  country  much  good. 

Sir  John  Moore  seconded  the  resolution  proposed  by  Dr. 
Leeper. 

The  Chairman  said  he  considered  the  resolution  in  order, 
and  put  it  to  the  meeting.     It  was  declared  carried  unanimously. 

Dr.  Dawson  referred  to  the  method  of  treatment  which 
children  have  to  undergo  in  asylums,  and  said  that  he  did 
not  like  to  see  children  in  asylums  at  all.  Of  course,  in 
the  Stewart  Institution  they  could  only  be  detained  if  they 
were  certified  as  lunatics.  Hq  saw  no  difficulty  about  the 
application  of  the  Act  to  Ireland. 


EETUKN  CASES  OF  SCAKLATINA. 
By  JOHN  iAIAESHALL  DAY,  M.D.  Univ.  Duel.; 

Medical  Supei'inteiident  of  the  House  of  Recovery  and  Fever   Hospital, 
Cork  Street,  Dublin. 

[Read  in  the  Section  of  State  Medicine,  April  11,  1913.] 

For  many  years  a  controversy  has  been  carried  on  as 
regards  this  disease,  some  considering  that  if  a  case  occur 
in  a  household  within  six  weeks  after  a  case  of  scarlatina 
has  been  discharged  from  hospital  it  is  a  return  case,  and 
is  due  to  some  problematical  neglect  on  the  part  of  the 
hospital  authorities,  and  in  some  cases  the  parents  have 
received  damages  in  law  against  the  doctor. 
The  following  cases  illustrate  this  point  : — 
C.  M.,  aged  five  and  a  half  years,  was  admitted  on  the 
26th  of  October,  1912,  suffering  from  scarlatina.  On  the  1st 
of  November  she  developed  rheumatic  fever  with  cardiac 
complications  and  otorrhoea  later  on.  She  improved  con- 
siderably, and  on  December  26th  she  was  removed  out  of 
the  scarlatina  into  the  non-infectious  ward.  Five  days 
later  her  father,  contrary  to  our  advice,  took  her  home; 
her  otorrhoea  had  then  ceased.  He  was  advised  to  keep  the 
other  children  away  from  her,  and  to  call  in  his  own 
doctor  to  attend  her,  owing  to  the  condition  of  her  heart. 
He  told  me  that  she  occupied  a  room  to  herself,  but  that 
often  the  other  children  ran  in  and  out  of  it.  On  the  10th 
of  January,  l^eing  then  four  days  ill,  her  brother,  aged  two 
and  a  half  years  was  admitted  with  scarlatina.  Now,  the 
question  is,  Was  he  a  return  case?  it  being  two  months 
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since  the  commencement  of  the  first  child's  illness,  and 
she  having  been  isolated  for  five  days  before  leaving 
hospital. 

The  second  case  was  that  of  a  boy  who  had  been  seven 
weeks  in  hospital,  of  which  three  weeks  had  been  spent  in 
the  convalescent  department  of  the  hospital,  after  scarla- 
tina, and  who  afterwards  was  transferred  to  the  non-in- 
fectious department  of  the  hospital,  where  he  was  de- 
tained for  five  days.  He  was  discharged,  being,  in  our 
opinion,  quite  free  from  infection,  having  no  discharge 
from  his  ears.  His  sister  was  admitted  on  the  26th  of 
December,  and  he  was  also  sent  back,  having  slight 
otorrhoea,  which  ceased  in  a  few  days.  But  was  the 
otorrhoea  the  cause  of  the  infection  of  his  sister  ? 

A  converse  case  is  as  follows  : — Last  year  I  wrote  to  a 
lady  to  take  home  her  child,  convalescent  after  scarla- 
tina, on  a  Wednesday.  On  the  Tuesday  she  brought  in  a 
child  with  scarlatina. 

I  discharged  a  child  who  had  had  scarlatina.  A  week 
afterwards  another  came  in,  and  I  thought  it  was  a  return 
case  until  I  was  told  the  first  child  had  gone  straight  away 
to  Kingstown,  and  had  never  been  in  contact  with  the 
other  child. 

What  are  return  cases?  I  think  you  must  lay  down 
some  limit,  for  one  can  scarcely  be  held  responsible  for 
cases  which  occur  after  a  week  or  ten  days  unless  one  can 
exclude  all  other  sources  of  infection  (a  thing  difficult  to 
do  in  a  city  during  epidemic  times).  I  believe  that  if  you 
admit  that  the  poison  may  lurk  in  clothes,  that  often  a 
child  contracts  scarlatina  on  a  Sunday,  is  sent  to  hospital 
later  in  the  week,  and  the  week-day  clothes  are  disin- 
fected, not  the  Sunday  clothes.  They  are  put  on  the  child 
when  he  or  she  leaves  hospital,  and  they  are  the  source 
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of  infection.  This  question  is  of  the  more  importance  from 
the  view  of  discharging  from  hospital,  because  one  has  to 
certify  children  as  being  safe  to  return  to  school  and 
persons  to  their  business,  and,  therefore,  to  determine 
when  a  patient  is  free  from  infection  is  very  important  to 
most  medical  men. 

T  remember  a  case  where  a  boy  was  leaving  hospital ; 
his  boots  had  got  too  small  for  him,  and  the  nurse 
(wrongly)  gave  him  his  brother's  boots  to  wear  going 
home,  he  also  being  a  patient  at  the  time.  Another 
member  of  the  family  wore  the  boots  afterwards  and  con- 
tracted scarlatina. 

Dr.  Cosgrave  relates  a  case  in  which  the  parents,  who 
kept  the  child  at  home,  and  being  most  anxious  to  prevent 
infection,  disinfected  the  patient  carefully.  He  chanced 
to  call  just  at  the  critical  moment,  and  saw  the  little  child, 
after  her  bath,  rim  across  to  a  non-infectious  room  to  be 
dressed,  but  she  was  carrying  a  favourite  doll  with  her 
which  the  doctor  pointed  out  w^as  full  of  infection.  The 
people  had  never  thought  of  this  ! 

One  has  to  consider  very  carefully  in  what  way  a  child 
who  has  recovered  from  scarlatina  may  be  infectious,  and 
what  precautions  should  be  taken  before  discharge  from 
hospital.  At  one  time  we  all  equij^ped  discharge  depart- 
ments in  which  a  child  entered  a  room,  was  stripped  there, 
entered  a  bath-room,  was  thoroughly  bathed  with  some 
antiseptic  in  the  water,  and  then  handed  over  to  another 
nurse  (non-infectious),  who  dressed  the  child  and  handed 
her  over  to  her  parents.  This  procedure  was  objection- 
able, because,  in  the  cold  weather,  the  child  was  liable  to 
cold  by  being  brought  out  into  the  open  air  after  a  hot 
bath ,  often  with  her  hair  not  quite  dry ;  also ,  it  necessi- 
tated two  nurses  being  present  to  bathe  and  dress  each 
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patient,  and,  lastly,  the  child  often  developed  a  slight 
nasal  discharge  which  might  become  the  nidus  of  fresh 
infection. 

The  next  improvement  was  to  subject  the  hair,  nose, 
ears,  and  throat  to  vigorous  disinfection  for  a  week  before 
discharge. 

I  hold  the  view  that  the  chief  source  of  infection  in 
scarlatina  lies  in  the  throat  and  nose,  and,  to  a  certain 
extent,  in  the  otorrhoea  which  so  frequently  follows  severe 
cases;  also — and  on  this  point  I  may  say  I  lay  great 
stress— in  the  Ijreath  for  about  a  week  after  discharge  from 
the  infectious  wards. 

When  one  considers  that  the  nurses  and  attendants  on 
scarlatina  and  diphtheria  patients  may  often  be  the  con- 
veyors of  infection  in  their  breath,  although  being  them- 
selves quite  well,  one  must  lay  great  stress  on  this  as  a 
source  of  infection.  I  was  at  one  time  looking  after  some 
children  suffering  from  scarlatina  belonging  to  a  medical 
friend  of  mine ;  several  of  the  family  had  escaped  infec- 
tion, and  were  away  in  the  country.  One  day  I  missed  the 
governess  who  had  been  helping  to  nurse  the  sick  ones, 
and  was  informed  that  she  had  been  sent  down  to  take 
charge  of  the  other  children.  I  said  I  was  afraid  she 
would  carry  infection,  but  the  mother  informed  me 
that  she  had  had  a  bath,  washed  her  hair,  and  changed 
everything.  I  said  her  breath  is  infectious.  The  other 
children  contracted  the  disease  in  a  few  days. 

Following  these  lines,  our  present  procedure  is  to  pay 
no  attention  to  the  peeling,  but  to  rely  ahogether  on  the 
condition  of  the  nose,  throat,  and  ears.  As  long  as  there 
is  any  redness  of  the  throat  or  nasal  discharge  a  child  is 
not  safe  to  be  discharged.  If  the  tonsils  be  enlarged  we 
have  them  removed,  unless  the  parents  object;  in  which 
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case  we  decline  to  take  the  responsibility  of  guaranteeing 
freedom  from  infection. 

When  we  think  the  child  is  ready  we  write  to  the 
parents  to  know  if  they  can  isolate  the  child  for  a  week 
from  the  other  children,  and  if  they  cannot  do  so  we 
arrange  to  put  the  child  in  a  separate  non-infections  ward 
for  that  period.  I  may  relate  a  story  here  which  illustrates 
my  position.  1  was  treating  several  children  from  an  insti- 
tution near  Dublin,  and  the  authorities  arranged,  as  the 
children  went  back,  to  keep  them  apart  from  the  others 
for  a  w^eek.  The  last  child  went  back,  and  lo  and  behold  ! 
another  child  came  in  a  few  days  later;  in  fact,  the  sister 
of  the  last  case.  The  authorities  blamed  me  very  much, 
but  on  inquiry  I  found  that  as  the  child  who  was  just  dis- 
charged was  going  through  the  playground  of  the  school 
the  sister  ran  over  to  her  and  kissed  her ;  she  alone  got 
scarlatina. 

As  regards  otorrhoea,  which  may  become  chronic,  their 
stay  in  hospital  is  at  least  two  months,  during  which  time 
careful  antiseptic  treatment  is  carried  out,  and  in  the 
few  cases  that  do  not  cease  after  that  time  we  detain  them 
longer  if  the  parents  w^ill  permit,  at  the  same  time  remov- 
ing them  out  of  the  infectious  wards. 


The  CHAuaiAN,  Dr.  Kirkpatrice,  Scaid  that  the  paper  was 
one  of  importance  to  every  physician  who  had  charge  of 
cases  of  scarlatina. 

The  form  of  scarlatina  experienced  in  Dublhi  recently  was 
mild,  and  there  appeared  to  be  a  certain  amount  of  laxity 
with  regard  to  the  treatment  and  management  of  patients 
as  compared  with  twenty  years  ago,  yet  the  seriousness  of 
the  disease  is  often  brought  home  to  us  through  its  many 
complications,  and  the  problem  of  the  treatment  and 
management  of  it  must  always  remain  of  first  importance 
since    it    incapacitates    the    individual    for    a    considerable 
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period.  Personally,  he  had  always  experienced  the  greatest 
difficulty  in  forming  any  estimation  as  to  when  a  patient 
was  free  from  the  disease,  and  he  did  not  think  that  this 
question  would  ever  be  satisfactorily  settled  until  the  specific 
cause  of  the  disease  can  be  ascertained. 

The  rule  that  he  usually  acted  upon  was  to  isolate  patients 
for  at  least  six  weeks,  no  matter  how  well  they  appeared, 
and  if  at  the  end  of  that  time  there  was  any  abnormal  dis- 
charge from  any  part  of  the  body  he  would  consider  the 
patient  infectious  as  long  as  the  discharge  continued.  The 
old  idea  that  the  desquamated  epithelium  was  infectious 
he  thought  was  not  correct,  as  after  the  patient  had  been 
treated  with  antiseptics  he  considered  it  unlikely  that  any 
infection  would  remain  in  the  epidermis. 

Dr.  Delahoyde  did  not  agree  with  Dr.  Day  that  the 
breath  conveyed  infection,  and  he  considered  six  weeks 
scarcely  sufficient  to  free  a  patient  from  infection. 

Dr.  Cope  recalled  a  case  of  a  little  boy,  a  patient  of  his, 
who  had  been  in  hospital  for  six  or  seven  weeks,  and  after 
being  discharged  went  away  to  friends  for  a  fortnight  before 
returning  to  his  family ;  yet  on  his  return  home  his  little 
sister  developed  scarlatina.  He  had  ascertained  that  the 
little  boy  and  girl  had  slept  in  the  one  bed  on  one  occasion 
some  two  months  after  the  boy's  discharge  from  hospital. 
Whether  this  might  be  looked  upon  as  a  return  case  he  did 
not  know.  He  also  gave  another  instance  of  a  doubtful 
return  case  of  which  he  had  experience. 

Dr.  Crofton  said  that  when  practising  in  England  he  had 
experienced  two  severe  epidemics  of  scarlet  fever,  and  the 
rules  carried  out  were  somewhat  similar  to  those  indicated 
by  Dr.  Kirkpatrick,  and  he  did  not  meet  with  a  single  return 
case. 

Dr.  ]\Iatsox  said  that  the  great  trouble  met  with  in  cases 
of  scarlatina  was  that  if  there  was  any  sort  of  peeling  going 
on  when  the  patient  was  discharged  it  would  be  interpreted 
by  the  layman  as  a  source  of  infection,  and  the  result  was 
that  patients  had  to  be  kept  in  hospital  often  as  long  as 
two  and  a  half  months. 

He  considered  that  there  was  a  great  deal  in  what  Dr. 
Day  said  regarding  infection  by  the  breath. 
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Dr.  Winter  referred  to  a  report  by  Dr.  Milne,  the 
Medical  Officer  of  Dr.  Barnardo's  Homes,  who  was  a  vei'y 
strong  advocate  of  local  treatment,  his  method  being  to 
carefully  swab  the  throat  and  syringe  the  nose  with  anti- 
septics and  to  anoint  the  body  with  either  carbolic  or  euca- 
lyptus oil,  and  he  claimed  that  none  of  the  patients  so 
treated  ever  conveyed  the  infection  to  others.  So  confident 
was  the  Medical  Officer  of  Dr.  Barnardo's  Homes  as  to  the 
efficiency  of  this  treatment  that  he  was  wont  to  have  his 
operation  cases  side  by  side  with  his  scarlatina  cases  in 
hospital,  and  he  claimed  that  the  infection  never  spread.  Dr. 
Winter  said  that  he  had  opportunities  of  trying  this  treat- 
ment with  apparent  success. 

Dr.  O'Farrell  said  the  question  about  discharge  inter- 
ested him,  as  he  had  recently  met  with  two  cases  of  diph- 
theria in  which  he  got  bacilli  from  the  nose  and  ear.  It 
occurred  to  him  that  two  months  seemed  a  long  time  to  keep 
a  person  in  for  discharge  from  the  car.  He  inquired  if  Dr. 
Day  had  experience  of  vaccine  treatment  in  cases  of  dis- 
charge from  the  ears.  He  did  not  consider  that  the  ordinary 
case  of  scarlatina  carried  infection  in  the  breath. 

Dr.  Day,  replying  to  the  remarks,  said  he  never  believed 
in  the  early  infection  theory.  There  was  little  doubt  that 
persons  working  in  diphtheria  wards  carried  infection  in 
their  breath.  He  thought  it  probable  that  those  breathing 
a  diphtheria  or  scarlatina  atmosphere  are  likely  to  suck  in  a 
certain  amount  of  infection  to  the  lungs.  He  did  not  place 
much  reliance  on  the  six  weeks'  isolation.  He  tried  a  good 
many  cases  with  vaccines,  and  in  some  cases  the  method  acted 
wonderfully,  but  in  others  it  did  not  seem  to  make  the 
slightest  improvement.  He  considered  that  scarlatina  was 
not  a  mono-infection.  He  had  always  held  that  a  great 
many  of  the  cases  met  with  have  diphtheria  mixed  with 
scarlatina.  The  reason  for  keeping  children  in  hospital  so 
long  for  ear  discharge  is  that  they  may  be  properly  treated. 


A  METHOD  OF  REGISTEKING  HOSPITAL 

CASES. 

By  T.  T.  OTAEEELL,  F.E.C.S.I.  ; 

Pathologist,  St.  Vincent's  Hospital,  Dublin. 
[Read  in  the  Section  of  State  Medicine,  April  II,  1913.] 

I  HAVE  to  apologise  to  the  Section  for  bringing  up  a  sub- 
ject which  at  first  sight  appears  both  "  dry  "  and  "  well 
worn,"  but  nevertheless  I  am  sure  you  will  all  agree  that 
even  in  these  modern  and  ' '  go-a-head  ' '  days  the  method 
of  case  registration  in  general  hospitals  still  involves  a 
large  amount  of  labour  and  unnecessary  trouble,  so  much 
so  that  it  does  not  seem  to  repay  for  the  time,  trouble, 
and  personal  inconvenience  expended  upon  it. 

There  is  no  doubt  that  there  is  a  large  anxount  of 
valuable  statistical  material  concerning  the  clinical 
aspect  of  disease  lost  in  Dublin,  due,  I  think,  in  the  first 
place,  to  the  w^ant  of  a  simple  method  of  registration,  and 
secondly,  to  the  different  methods  of  classification  w-hich 
are  adopted  by  different  hospitals. 

The  registration  work,  as  a  rule,  forms  but  one  small 
item  in  the  occupation  of  the  so-called  hospital  registrar, 
who  usually  has  to  work  it  in  with  his  ordinary  voca- 
tion, so  I  am  sure  any  suggestions  that  would  tend  to 
lighten  his  burden  will  be  welcomed  by  that  already  over- 
worked official. 

Consequently,  I  have  taken  the  liberty  of  bringing 
before  vou  to-night  a  method  which  I  have  found  to  work 
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satisfactorily,  and  which  aims  at  attaining  the  maximum 
amount  of  efficiency  with  the  minimum  expenditure  of 
time  and  inconvenience. 

A  good  method  of  registration  should  have  the  following 
characters  : — 

(1.)  A  good  method  of  case-taking. 

(•2.)  A  uniform  classification  of  disease. 

(3.)  A  regular  and  systematic  notification  of  results. 

(4.)  A  method  for  recording  and  storing  these  results, 
which  should  be  simple,  thorough,  concise,  and  easy  of 
reference,  and  from  which  statistics  can  be  easily  com- 
piled. 

Before  drawing  up  a  scheme  of  registration,  about  seven 
years  ago,  I  visited  some  of  the  principal  London  hospitals 
with  a  view  of  studying  their  methods,  and,  in  passing,  I 
should  like  to  acknowledge  my  indebtedness  to  their 
various  registrars  for  the  facilities  they  gave  me. 

Their  methods  varied  considerably,  but  from  them  1 
compiled  a  method  which  I  thought,  at  first,  would  suit 
our  hospital,  but  I  soon  found  it  required  considerable 
modification  to  comply  with  our  particular  conditions. 

The  main  difficulty  to  overcome  was  the  want  of  space 
and  the  impossibility  of  keeping  a  staff  of  clerks. 

The  present  method  on  the  card  indexing  system,  which 
we  have  adopted  at  St.  Vincent's  Hospital,  does  not  claim 
to  be  very  original,  and  is  not  by  any  means  perfect,  but 
seems  to  suit  the  circumstances  of  a  general  clinical  hos- 
pital of  150  beds,  and  it  is  this  method,  in  a  somewhat 
modified  form,  which  I  should  like  to  bring  before  you 
to-night. 

The  registration  details  for  the  year  1st  April,  1909,  to 
31st  March,  1910,  which  I  have  brought  down  to  illustrate 
this  paper,  arc  not  complete  in  all  respects,  as  this  was  the 


Mr.  T.  T.  OTarrell  on  "A  Method  of  Eegistering 
Hospital  Cases." 


Registration  File. 
Operations       -  -  -  -     (Date  Index.) 

Coloured  Cards,  Males  aud  Females  (Name  Index.) 
Case  Sheet,  Males  and  Females  (Reg.  No.  Index.) 


By  Mr.  T.  T.  O'Farrell.  477 

first  year  that  this  particular  method  was  adopted ;  but 
as  a  report  was  brought  out  that  year,  and  I  think  it 
would  serve  for  an  example,  because  a  case  can  be 
followed  throughout  from  its  admission  to  its  position  in 
the  final  report. 

Of  course,  in  latter  years,  the  details  have  been  more 
and  more  complete,  as  the  different  people  concerned  in  its 
working  have  become  accustomed  to  the  method. 

The  method  adopted,  with  some  slight  modifications, 
is  as  follows  :■ — 

(1.)  The  cases  are  divided,  for  convenience,  into  Males 
and  Females,  the  method  of  registration  for  each  being  the 
same. 

(2.)  Each  ward  has  its  supply  of  case  sheets,  tempera- 
ture charts,  &c.,  and  a  set  of  cards,  which  we  shall  desig- 
nate as  ' '  coloured  cards  ' ' — red  for  the  male  and  blue  for 
the  female  wards.  On  admission  the  preliminary  de- 
tails—name, address,  age,  bed,  ward— are  entered  on  the 
case  sheet  and  on  the  coloured  card,  and  fixed  over  the 
patient's  bed. 

(3.)  At  the  end  of  the  week  the  coloured  cards  of  the 
new  patients  are  sent  up  to  the  registrar,  who  enters  these 
details  in  the  Admission  and  Discharge  book.  At  the  same 
time  he  gives  the  case  its  registration  number  on  the 
blank  space  provided.  He  then  returns  the  coloured  card 
to  the  ward,  where  it  remains  with  the  patient's  other 
notes  till  the  termination  of  the  case. 

While  the  case  is  in  hospital  the  usual  history  notes, 
&c.,  are  entered  by  the  clinical  clerk  under  the  super- 
vision of  the  resident  and  visiting  physician  or  surgeon. 

There  is  usually  some  special  hour  of  the  day  allocated 
to  "  history  taking." 

(4.)  At   the    termination    of    the   case    all    the   charts, 
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history   sheets,   and  coloured  cards  are  filled   in,   pinned 
together,  and  sent  up  to  the  registrar. 

(5.)  The  registrar  easily  finds  the  case  in  his  admission 
and  discharge  book  by  referring  to  the  registration 
number.  He  looks  over  the  case  and  enters  the  date  of 
discharge,  diagnosis,  date  of  operation,  if  any,  and  result 
in  the  admission  and  discharge  book,  together  with  any 
short  comment,  if  necessary,  in  the  observations  column. 
He  also  fills  in  the  number  of  the  disease  as  it  appears 
in  the  College  of  Physicians  Nomenclature  of  Diseases  (a 
point  which  facilitates  the  ultimate  drawing  up  of  the 
final  report). 

(6.)  The  history  sheets  and  eharts  are  then  filed  accord- 
ing to  registration  number  in  serial  order,  in  batches  of 
ten,  each  batch  being  enclosed  in  an  open,  stiff  paper 
pocket,  special  indicators  of  a  remarkable  colour  being 
placed  at  the  hundreds  intervals.  The  coloured  eards  are 
filed  alphabetically  according  to  the  surname  of  the 
patient. 

Both  these  files  are  in  the  form  of  drawers,  and  worked 
according  to  the  card-indexing  system,  which  is  very  easy 
of  reference.     (See  illustration.) 

(7.)  At  the  end  of  the  hospital  year,  1st  April  to  31st 
March,  the  drawers  are  cleared,  and  their  contents  stored 
in  some  easily  accessible  place,  preferably  in  the  nature  of 
a  special  library,  for  the  purpose,  and  classified  according 
to  year. 

(8.)  At  the  end  of  the  hospital  year  all  the  results  of 
cases  having  been  received,  we  proceed  to  the  drawing  up 
of  the  "  Analysis  Book." 

This  is  compiled  from  the  admission  and  discharge 
book.  For  this  purpose  we  take  a  large  double  foolscap, 
square-ruled  book,  which,   for  convenience,   we  call  the 
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"  Analysis  Book,"   which  is  divided  up  under  headings, 
as  in  the  copy  printed  on  next  page. 

The  ' '  Analysis  Book  ' '  is  divided  up  under  the  various 
systems  according  to  the  College  of  Physicians  Nomen- 
clature, and  the  diseases  commonly  met  with  in  the 
hospital  noted  down,  leaving  spaces  for  filling  in  later 
other  more  uncommon  diseases. 

With  the  help  of  an  assistant,  who  reads  out  the  cases 
in  order  from  the  admission  and  discharge  book,  the 
registrar  marks  down  the  patient's  registration  number 
after  the  patient's  particular  disease,  also  filling  it  into  the 
result  columns. 

This  is  done  for  all  the  cases. 

For  convenience,  the  "Analysis  Book"  need  not  be 
bound  till  after  all  the  cases  are  entered — that  is  to  say, 
the  sheets  can  be  loose,  and  set  up  in  four  or  more  piles 
so  that  the  pages  can  be  turned  more  easily. 
I  Now  we  have  all  the  cases  arranged  according  to  disease 
in  a  systematic  manner. 

The  working  out  of  this  ' '  Analysis  Book  "  is  ■  not  so 
difficult  as  it  at  first  appears,  because  the  average  general 
hospital  has  usually  similar  classes  of  cases  from  year  to 
year,  so  that  the  headings  of  one  year  can  practically  be 
copied  from  those  of  the  preceding  one. 

(9.)  From  this  "  Analysis' Book  "  the  report  is  drawn 
up.  Of  course,  in  the  report  only  the  number  of  cases 
treated  in  each  disease,  together  with  the  number  of 
cured,  relieved,  unimproved,  died  are  put  down.  So  that 
the  report  is  a  simplified  copy  of  the  "  Analysis  Book." 

The  question  immediately  occurs  to  one — namely, 
"  Why  not  represent,  each  case  by  a  stroke  as  in  runs  in 
a  cricket  score,  without  going  to  the  trouble  of  jDutting 
down  the  individual  registration  numbers  in  an  "  Analysis 
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Book  ' '  ?  The  answer  is  that  we  have  in  the  ' '  Analysis 
Book  ' '  an  invaluable  book  of  reference  classified  by 
disease.  For  example,  if  we  wish  to  look  up  all  the  cases 
of  phthisis  treated  in  the  last  year  we  have  the  registration 
number  of  all  the  phthisis  cases,  and  can  produce  the 
histories  and  other  notes  of  the  case  in  a  few  minutes. 

The  advantage  of  this  "  Analysis  Book  "  is  four-fold  : — 

Firstly,  it  is  useful  for  inquiry  into  subsequent  his- 
tories, and  without  wading  through  the  admission  and 
discharge  book  we  have  a  ready  index  of  the  addresses  of 
all,  say,  cancer  cases,  with  whom  we  can  communicate 
with  a  view  of  ascertaining  their  progress. 

I  cannot  say  that  this  will  always  be  done,  but  for  any 
one  who  is  interested  the  material  is  at  hand  for  research. 

Secondly,  the  "  Analysis  Book  "  is  of  use  to  the  hospital 
concerned  for  reviewing  the  cases  of  that  particular  year 
as  to — 

(a)  The  frequency  and  malignancy  of  any  particular 
disease,  and  how  it  compares  with  other  years. 

(h)  The  methods  of  treatment  adopted  with  their  re- 
sults, and,  perhaps,  suggestions  for  other  means  of  treat- 
ment. 

In  passing,  this  point  is  worthy  of  note  as  physicians 
and  surgeons,  even  of  the  same  hospital,  have  not  facilities 
of  comparing  notes  on  their  ordinary  common  cases,  and 
thus  accumulated  personal  experiences  are  often  lost. 

Thirdly,  the  "  Analysis  Book  "  is  of  value  to  any  indi- 
vidual member  of  the  hospital  staff  who  may  be  making 
researches  into  a  particular  disease  for  academic  purposes, 
or  who  may  wish  to  review  his  own  experience  of  a  par- 
ticular disease. 

Fourthly,  the  "Analysis  Book"  enables  the  registrar 
to  supply  information  of  a  partiu  \<ir  disease  to  the  Eegis- 
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trar-General,  Joint  Hospital  Committee,  or  such  like 
public  body,  who  may  wish  to  investigate,  for  public  health 
purposes,  the  usual  clinical  course  of  this  disease  in  hos- 
pitals. If  some  such  complete  and  uniform  method  of 
registration  could  be  generally  adopted  it  is  impossible  to 
estimate  the  extent  of  the  valuable  information  that  could 
be  compiled  from  the  large  number  of  hospitals  in  the  City 
of  Dublin  alone. 

In  1908,  Surgeon  Tobin,  the  Secretary  of  the  Board  of 
Superintendence  of  Dublin  Hospitals,  brought  before  this 
Section  of  the  Academy  a  paper  advocating  uniformity  in 
hospital  disease  registration,  and  many  of  the  Fellows  and 
Members  present  expressed  their  opinion  that  such  a  uni- 
formity was  extremely  desirable. 

Apart  from  the  general  value  of  hospital  registration,  it 
is  of  particular  use  to  the  hospital  itself,  especially  with 
regard  to  "  return  cases."  Given  the  name  of  the  patient, 
and  the  year  he  was  previously  in  hospital,  we  can  easily 
find,  without  much  trouble,  his  previous  notes,  and  thus  a 
patient  may  be  saved,  like  the  proverbial  American,  the 
danger  of  having  an  attempt  made  to  remove  his  appendix 
a  second  time. 

In  abdominal  and  gyn.TcoIogical  cases  in  particular  a 
reference  to  the  exact  operation  that  had  previously  been 
performed  is  of  great  use  to  the  surgeon. 

Now,    I  will    in  a  few  words  refer  to  "  special  notes  " 
on  cases. 

(1.)  Operations. —The  details  of  operations,  including 
the  name  and  registration  number  of  the  case  are  entered 
on  a  card  by  the  operator  or  assistant,  and  are  sent  up  once 
a  fortnight,  or  at  the  termination  of  the  case,  to  the 
registrar,  who  files  them  according  to  the  date  of  the 
operation,  so  that  they  are  easy  of  reference,  as  the  date 
of  operation  is  entered  on  the  history  sheet. 
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(2.)  Special  reports  of  Throat,  Nose,  Eye,  and  Ear  are 
entered  on  the  history  sheets. 

(3.)  Pathological  Reports.— The  sheets  of  the  laboratory 
report  book  tear  out,  and  are  the  same  size  as  the  case 
sheets,  and  so  file  conveniently  with  them.  The  patholo- 
gist keeps  a  duplicate  block  of  his  report  for  his  own  refer- 
ence. 

The  post-mortem  book  has  a  blank  space  for  the  regis- 
tration number,  so  that  the  case  can  be  easily  referred  to  if 
necessary. 

With  regard  to  the  general  question  of  case-taking,  the 
personal  element  strongly  shows  itself,  the  thoroughness 
of  the  notes  largely  depending  on  the  visiting  physician  or 
surgeon,  for  if  he  does  not  take  an  interest  in  recording  his 
cases  it  is  difficult  to  expect  the  resident  student,  or,  for 
that  matter,  the  resident  doctor,  to  be  excessively  stimu- 
lated in  that  direction. 

Personally,  I  have  found  that  notes  have  been  well 
taken,  particularly  recently,  since  the  valuable  informa- 
tion obtained  from  looking  up  return  cases  has  been  appre- 
ciated. 

Of  course,  the  old  question  comes  up— viz.,  "  But  some 
cases  are  not  worthy  of  a  detailed  history!"  This,  I  must 
grant  for  the  time  being,  but  I  nevertheless  firmly  believe 
that,  apart  from  the  practical  value  to  the  student,  some- 
thing is  to  be  learnt,  or  some  improvement  in  technique 
may  be  arrived  at  by  carefully  recording  such  apparently 
trivial  cases,  as,  for  example,  varicose  veins. 

There  is  no  doubt  that  the  simpler  the  method  of  case- 
taking  adopted,  the  better.  For  this  reason  :  In  St. 
Vincent's  Hospital  there  is  a  simple  detailed  outline  for 
case-taking  fixed  on  the  back  of  the  chart-holders,  so  that 
the  new  resident  student  can  take  up  his  cases  on  the  same 
lines  as  his  predecessor. 
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As  I  stated  before,  the  personal  element  enters  strongly 
as  to  details  of  cases,  but  so  far  as  the  registrar  is  person- 
ally concerned  he  can  without  difficulty  obtain  such  de- 
tails as  will  keep  his  general  registration  system  working 
smoothly. 

As  I  have  already  trespassed  too  much  on  your  time,  T 
would  briefly  recapitulate — (A.)  The  various  duties  of  the 
people  concerned  in  hospital  registration  ;  (B.)  the  methods 
of  cross-reference  at  our  disposal  in  case  we  wLsh  to  look 
up  a  particular  patient. 

A. — Duties  of  persons  concerned  with  registration. 
No.  1.  Those  directly  concerned  with  the  treatment  of 
the  case — The  visiting  surgeon  or  physician  under 
whose  direction  the  clinical  clerk  takes  the  history, 
and  the  resident  medical  officer  who  makes  ad- 
ditional notes,  if  necessary,  and  who  is  responsible 
for  the  filling  up  of  case-sheet  on  the  termination  of 
the  case.  The  nurse,  of  course,  recording  tempera- 
ture, &c. 

No.  2.  The  Sister  in  charge  of  the  ward  fills  in  the 
coloured  cards  at  the  beginning,  and  sends  them  up 
together  with  the  history  sheets  at  the  end  of  the 
case. 

No.  3.  The  Eegistrar — 

(a)  Enters  preliminary  details  in  admission  and  dis- 
charge book,  alloting  to  each  case  its  registration 
number,  and  subsequently  enters  the  results. 

(b)  Files— 

(i.)  Case     sheets     according      to      registration 
number. 

(ii.)  Coloured    cards     according    to     name    of 
patient. 
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(iii.)  Operation     cards    according    to    date    of 
operation. 
(c)  At  the  end  of  year — 

(i.)  Draws  np  Analysis  Book. 

(ii.)  Draws  up  report,  with  general  observations, 

if  necessary, 
(iii.)  Empties  the  files,  storing  the  old  charts, 
and  sets  up  the  new  files  for  the  coming 
year. 
B.— Methods  of  cross-reference — 

(i.)  Admission  and   discharge  book— by   date  of  ad- 
mission, 
(ii.)  Coloured  cards— by  the  name  of  the  patient, 
(iii.)  The  case  sheet  file— by  the  registration  number. 
(iv.)  Analysis  Book— by  the  patient's  disease. 


Dr.  Kirkpatrick  said  that  seldom  had  a  Section  of  the 
Academy  hstened  to  a  paper  so  full  of  interest.  It  had  always 
been  a  matter  of  regret  that  the  clinical  material  available 
in  Dublin  is  not  utilised  more  fully  for  research  purposes. 
Every  hospital  had  a  method  of  case-taking,  and  some 
method  of  filing  records  such  as  that  introduced  by  Dr. 
O'Farrell  would  be  invaluable  owing  to  the  way  in  which  the 
information  is  stored  for  reference.  Such  a  system  would 
be  a  distinct  gain  to  the  Dublin  iNIedical  School.  An  advan- 
tage of  the  system  was  that  the  work  is  distributed  over  a 
number  of  individuals,  although,  of  course,  the  heaviest 
portion  would  come  on  the  Kegistrar.  There  was  a  difficulty 
to  be  overcome — viz.,  a  uniform  classification  of  diseases. 
He  referred  to  the  publication  between  1819  and  1830  of  a 
Joint  Hospital  Report  by  the  Dublin  Hospitals,  and  sug- 
gested that  the  revival  of  such  a  report  would  do  much  to  help 
the  DubHn  School  of  Medicine.  He  recommended  the  paper 
for  the  serious  consideration  of  the  hospital  staffs  of  the 
Dublin  hospitals. 
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Dr.  Neill  said  he  thought  that  the  system  which  had 
been  explained  would  be  found  useful  even  to  the  general 
practitioner  for  recording  his  cases.  He  suggested  that  the 
records  of  temperature  and  pulse  might  be  kept  on  the 
same  chart  by  using  different  colours. 

Dr.  Day  mentioned  that  he  had  found  the  greatest  diffi- 
culty in  getting  students  to  take  notes  of  cases,  and  he 
thought  that  case-taking  was  not  a  strong  point  in  Dublin. 
He  considered  that  Dr.  OTarrell's  system  afforded  very 
great  facility  for  looking  up  old  cases. 

Dr.  0 'Kelly  said  that  one  of  the  things  from  which  they 
suffered  in  Dublin  was  that  the  hospitals  were  too  large,  and 
it  was,   therefore,   very  difficult  to  fully  record   cases. 

Dr.  Matson  suggested  that  the  duties  of  registrar  to  a 
hospital  could  best  be  performed  by  a  medical  man,  as  he 
would  be  able  to  judge  if  the  records  were  deficient,  and 
could  take  steps  to  have  any  missing  details  supplied  by  the 
person  responsible  for  the  omissions. 

Dr.  Cahill  considered  that  the  difficulty  of  keeping 
elaborate  records  in  Dublin  hospitals  was  a  question  of 
finance.  He  thought  if  hospitals  could  afford  to  pay  for  the 
work  it  would  be  done.  He  considered  Dr.  O'Farrell's 
system  useful  for  private  practice. 

Dr.  O'Farrell,  in  replying  to  the  remarks,  said  he  hatl 
little  doubt  that  it  was  advisable  that  a  medical  man  should 
supervise  the  registration.  He  considered  Dr.  Neill's  sug- 
gestion as  to  the  keeping  of  temperature  and  pulse  on  the 
same  chart  an  excellent  one.  He  pointed  out  that  in  gynae- 
cological cases  it  was  very  important  to  record  full  informa- 
tion of  operations,  as  in  such  cases  very  little  information 
could  be  afterwards  obtained  from  a  scar.  Eef erring  to  the 
size  of  the  hospitals,  he  mentioned  that  some  of  the 
largest  London  hospitals  had  a  most  elaborate  registration 
system. 
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SECTION   OF   STATE   MEDICINE. 

Friday,    Januanj    17,    1913. 

Dr.   T.  p.   C.  Kirkpatrick  in  the  Chair. 

The  Sanatorium  Benefit  in  Ireland. 
Dr.  R.  J.  EowLETTE  read  a  paper  on  the  above  subject. 
See  page  449,  ante. 

The  Mental  Deficiency  Bill  and  its  proposed  Extension  to 

Ireland. 
Dr.  W.  E.  Dawson  read  a  paper  on  this  Bill.     See  page 
460,    ante. 


Friday,  April  11,  1913. 

Dr.  T.  p.  C.  Kirkpatrick  in  the  Chair. 

Return  Cases  of  Scarlatina. 
Dr.  J.  Marshall  Day  read  a  paper  on  the  above.     See 
page  468,  ante. 

A  Method  of  Registering  Hospital  Cases. 
Dr.  T.  T.  O'Farrell  described  a  method  for  above.   See 
page  475,  ante. 
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SECTION  OF  ANATOMY  AND  PHYSIOLOGY. 

The  President  in  the  Chair. 

Friday,   November  22,    1912. 

Osteogenesis. 
Professor  Geddes  showed  some  lantern  sHcles  illustratmg 
some  points  in  above. 

Adrenalin  in  the  Blood. 
Dr.  J.  ^i.  O'Connor  made  a  communication  on  the  above. 

Antithrombin. 
:\Ir.    :M.    T.   IM'Mahon  discussed   the   question   "  Is   anti- 
thrombin a  ferment  " ".' 


Friday,   January  24,    1913. 

The  President  in  the  Chair. 

The  Adequate  Stimuli  of  the  Respiratory  Centre. 
Professor  T.  H.  Milroy  read  a  paper  on  the  above  subject. 
He    described    the    methods    of    studying    the    influence    of 
nervous  factors  in  the   production  of  apnoea,   and  also  the 
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effects  of  various  gas  mixtures  on  the  quiescent  centre.  The 
following  conclusions  were  tabulated: — (1)  Alterations  in 
the  rate  or  degree  of  distension  of  the  pulmonary  alveoli, 
when  the  amount  of  ventilation  is  constant,  do  not  affect  the 
duration  of  the  apnoeic  pause  in  any  constant  direction ;  but 
a  repetition  of  ventilation  periods  tends  to  prolong  the  pause. 
(2)  Eemoval  of  the  vagal  control  does  not  interfere  with  the 
production  of  the  apnoeic  pause.  (3)  Any  nse  in  the  CO 2 
content  of  the  air  used  for  ventilation  shortens  the  apnoeic 
pause,  and  any  increase  in  the  carbonic  acid  content  of  the 
gas  mixture  used  to  distend  the  lung  after  pulmonary  ven- 
tilation with  air  shortens  the  period.  With  increased  CO2 
content  of  these  gas  mixtures  irrespective  of  the  amount  of 
oxygen,  the  apnoeic  pause  proportionately  decreases.  (4)  In- 
jection of  small  quantities  of  acid  solutions  directly  into  the 
carotid  during  the  pause  leads  to  respiratory  movements  of 
an  exaggerated  type,  as  does  also  injection  into  the  central 
end  of  the  carotid  and  into  the  external  jugular  vein  to  a 
less  degree.  (5)  With  the  excitation  of  such  respirations 
during  the  pause  there  is  associated  an  increased  passage 
of  carbonic  acid  from  pulmonary  blood  to  air.  (6)  Tliesu 
effects  are  produced  after  removal  of  the  vagal  control,  but 
the  excitability  of  the  centre  under  such  conditions  seems 
to  be  diminished.  (7)  The  passage  of  CO^  from  alveolar  gas 
mixtures  to  blood,  or  from  blood  to  alveoli,  seems  to  depend 
entirely  upon  the  difference  of  the  pressure  of  that  gas  in 
the  blood  and  air  in  the  alveoli.  (8)  It  seems  most  probable 
that  the  effective  stimulus  of  the  respiratory  centre  rendered 
quiescent  by  over-ventilation  is  a  rise  in  the  carbonic  acid 
concentration  in  that  centre. 

TJiroHibin  and  AntitliroDibin. 

Mr.  M.  T.  M'Mahon  gave  a  demonstration  of  the  action  of 
thrombin  and  antithrombin. 

Estimation   of  Creatinin. 

Professor  W.  H.  Thompson  described  some  new  standard 
solutions  for  the  estimation  of  creatinin  by  Folin's  method, 
and  also  described  a  modification  of  Benedict's  method  for 
estimating  urea. 
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Friday,    April   25.    1913. 

The  President  in  the  Chair. 

The  Formation  of  Crcatin  in  the  Animal  Body:  Effects  of 
Administering  Argiiun  witJi  Betdin  and  Cholin.  (Illus- 
trated with  lantern  slides). 
Professor  W.  H.  Thompson  referred  to  a  previous  commu- 
nication ("Transactions:  British  Association,"  1912),  m 
which  he  had  shown  that  arginin,  when  given  with  the  food 
or  parenterally  led  to  an  increased  excretion  of  creatinin  and 
also  to  the  appearance  of  creatin  in  the  urine  of  the  dog.  Of 
the  total  arginin-nitrogen,   6  to  16  per  cent,  reappeared  ui 

this  way. 

Further  observations  were  made  to  test  whether  the 
addition  of  methyl  compounds  would  increase  the  output  of 
creatin-creatinin.  In  these,  arginin  was  combined  with 
methyl  benzoate,  betain,  or  cholin,  but  in  no  case  could  it 
with  certainty  be  claimed  that  the  output  of  creatin-creatinin 
was  greater  than  that  caused  by  arginin  alone. 

The  President  said  that  he  would  like  to  hear  more  as 
to  the  bearing  of  arginin  on  metabolism,  also  what  propor- 
tion exists  between  creatin  formation  and  urea  formation. 

The  search  for  methyl  he  considered  most  interesting.  It 
appeared  to  him  that^he  methyl  supplied  artificially  was 
ignored,  and  the  organism  seemed  to  fall  back  on  the 
methyl  found  normally  in  the  body. 

He  inquired  if  the  arginin  was  converted  into  creatin  and 
creatinin  where  did  the  alteration  take  place  ? 

Professor  Barry  inquired  the  age  of  the  animals  with 
which  the  experiments  had  been  conducted,  and  asked  how 
the  age  of  the  animals  affected  the  process. 

He  was  also  anxious  to  know  if  any  controlled  experiments 
had  been  can'ied  out  beforehand  to  ascertain  the  normal  out- 
put of  nitrogen. 

Professor  Thompson,  replying  to  the  remarks,  said  that 
about  90  per  cent,  of  the  arginin-nitrogen  came  out  as  urea 
and  from  5  to  10  per  cent,  as  creatin.  It  had  been  shown 
that  there  was  sufficient  arginin  in  dead  food  to  supply  the 
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arginin  needed  in  the  body.  He  considered  that  it  was  not 
the  amount  of  methyl  administered  that  determined  the 
amount  of  creatin.  It  might  be  that  the  arginin  withdrew 
its  methyl  from  what  was  administered,  but  he  thought 
there  was  some  other  unknown  influence  at  work. 

He  mentioned  that  fusion  experiments  had  been  conducted 
last  summer  which  showed  that  there  was  slight  formation 
of  creatin  in  the  liver,  and  when  arginin  was  added  there 
was  a  slight  increase  in  the  amount  of  creatin  obtained.  He 
considered  that  the  liver  was  not  the  only  place  in  which 
creatin  was  foiined. 

The  animals  with  which  the  experiments  were  carried  out 
were  dogs  from  one  to  two  years  of  age.  They  were  fed  on 
a  known  diet,  and  preliminary  observations  of  the  output 
of  nitrogen  were  taken  over  a  period  of  nine  or  ten  days. 

Tlic  Spinal  Cord  in  relation  to  the  Respiratory  Nervous 
MecJianism. 
Professor  D.  J.  Barry.— In  a  series  of  rabbits  and  cats  Dr. 
Barry  showed  that  by  cutting  the  cervical  cord  the  response 
to  blocking  the  trachea  in  the  expiratory  phase  was 
abolished.  Excising  of  the  stellate  ganglion  in  the  cat  before 
cutting  the  cord  showed  that  the  response  was  interfered 
with,  but  not  altogether  abolished.  Conclusion. — Afferent 
stimuli  for  inspiration  pass  normally  up  the  cord,  and  the 
vagus  conveys  in  the  main  expiratory  stimuli.  The  inspira- 
tory afferent  stimuli  are  at  least  in  part  muscular  in  origin. 

The  President  asked  if  the  effects  produced  were  due  to 
carbon-dioxide  accumulation,  or  to  the  action  of  the  nerve 
centres. 

Professor  Thompson  felt  convinced  that  Professor  Barry 
had  shown  that  there  was  mainly  only  one  form  of  afferent 
nerve.  It  also  appeared  that  there  was  conduction  of  the 
respiratory  impulse  along  the  cord. 

Professor  Geddes  suggested  that  the  respiratory  move- 
ments were  not  confined  to  the  respiratory  muscles.  He 
pointed  out  that  all  four-footed  animals  used  their  limb 
muscles  as  part  of  their  respiratory  mechanism,  and  as  these 
animals  spent  the  greater  part  of  their  lives  on  their  four 
limbs  a  complete  respiratory  mechanism  was  developed 
apart  from  the  diphragmatic. 
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Professor  Barry,  in  replying  to  the  remarks,  said  as  to 
ihe  nature  of  the  stimulus,  he  believed  it  to  be  a  mechanical 
effect,  but  in  many  cases  the  response  seemed  to  be 
chemical,  due  to  the  accurpulation  of  CO  2  in  the  lungs. 

He  thought  that  no  one  would  deny  the  existence  of  ordi- 
nary sensory  fibres  in  the  lung,  and  instanced  the  production 
of  pain  by  a  central  pneumonia.  This  pain  was  generally 
believed  to  pass  through  the  stellate  ganglia.  He  admitted 
that  there  was  considerable  shock  following  the  operation  of 
cutting  the  spinal  cord,  and  suggested  that  the  shock  might 
account  for  the  lack  of  response,  but  he  thought  that  the 
diagrams  shown  proved  that  this  definite  change  brought 
about  by  cutting  the  cord  must  be  due  to  more  than  shock. 
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